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Multiple Fractures Involving the Middle One-Third 
of the Face. James L. BrapiEy. Oral Surg., 1951, 
4: I0QI. 

The author reports an automobile accident in 
which the patient sustained multiple fractures in- 
volving the middle one-third of the face, and illus- 
trates very well the collaboration of several services 
—Neurosurgery, Otolaryngology, and Oral Surgery. 

The injuries included multiple maxillary fractures; 
depressed fracture of the nose and compound frac- 
ture of the nasal septum; rhinorrhea and concussion. 

The history, examinations, physical findings, 
laboratory examinations, treatment, and course are 
carefully presented. 

The operations performed and the various ap- 
pliances used are described in detail and supple- 
mented by excellent photographs, including pre- 
operative and postoperative pictures. 

The author has given a very good dissertation on a 
very complex and distressing type of injury, with 
evidence of an excellent result. 

FREDERICK W. MERRIFIELD, M.D., D.D.S. 


Surgical Repairs of Facial Injuries. Brrnarp N. 
SopERBERG. Plastic & Reconstr. Surg., 1951, 8: 208. 


The report covers the clinical course and opera- 
tive procedures in 12 patients with severe facial 
injuries. The cases are well documented with serial 
photographs. 

The plastic surgical repairs for the traumatic 
facial disfigurements described were brought about 
by replacement of tissue loss with local rotation or 
advancement flaps, free graft transplants, and pedi- 
cle flaps. It is emphasized that the primary purpose 
in the treatment of severe injuries of this type is 
restoration of function to a part, with cosmesis as 
a secondary factor. 

The cases included severe forehead defects, loss of 
lower eyelids, extensive nasal defects, hemifacial 
atrophy, ectropion type of upper lip deformity, full 
thickness loss of upper lip, and avulsion of the hard 
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palate. The ingenious plastic procedures used in ob- 
taining excellent results in this series of severe facial 
injuries are well presented. Curtis Artz, M.D. 


Treatment of Tumors of the Parotid Region (Traite- 
ment des tumeurs de la région parotidienne). HENRI 
Repon. Bull. Ass. méd. langue fr. Canada, 1951, 80: 
792. 


In a review of 247 tumors of the parotid region, the 
author found 137 to be of the so-called mixed tumor 
variety. Forty-nine of the lesions were cancer, 17 
were tuberculous parotitis, 6 were inflammatory 
conditions, 6 were cystadenolymphomas, and 4 were 
cylindromas. The remaining lesions were tumors of 
various types including gliomas, lipomas, hemo- 
lymphangiomas, cysts, Mikulicz’s disease, meta- 
static cancer, or aberrant thyroid. 

By far the most interesting and most numerous of 
this group are the mixed tumors. Their clinical his- 
tory is dominated by the frequency of recurrence 
after operative removal, the frequency of facial nerve 
paralysis, and the possibility of malignant change. 
The author feels that the recurrence of mixed 
tumors is not truly a recurrence, but more often the 
continued development of a tumor which has been 
incompletely removed, or growth of additional over- 
looked epithelial rests. 

Small mixed tumors may lie anywhere in the sali- 
vary gland—more often in the region of the pre-tra- 
gus or at the lower pole of the gland. The small 
tumors are generally firm, with hard zones, and the 
overlying skin is mobile. Large tumors are more 
often irregular in size and in consistency. They are 
usually mobile, but those that arise deeper in the 
gland may become fixed at an early stage. Massive 
tumors do occur, are easily recognized, and are often 
the easiest type to remove surgically. Of the various 
histologic types, the cylindromas are virtually the 
only ones that are radiosensitive to any degree. 

The author recommends total parotidectomy for 
the treatment of these tumors because of the diffi- 
culty of secondary operations for recurrence, the ne- 
cessity of sacrificing portions of the facial nerve 
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which have become included in scar tissue following 
a previous attempt at removal, and the possibility of 
malignant change. The facial nerve is more often 
paralyzed by the development of the tumor or the de- 
velopment of scar tissue following an incomplete re- 
moval, than it is by the actual surgical removal of the 
tumor. The only serious complication of total paro- 
tidectomy is the syndrome of Frei, an auriculotem- 
poral syndrome characterized by vasomotor symp- 
toms of flushing and sweating aggravated by masti- 
cation, but this is a relatively rare complication and 
is not of enough consequence to contraindicate the 
recommended total parotidectomy. The author de- 
scribes in detail his operative technique, which was 
utilized in over 200 total parotidectomies. 
EpwaArp W. Gisss, M.D. 


The Prognosis of Malignant Salivary Gland Tumors 
(Le pronostic des tumeurs salivaires malignes). M. 
DarGEntT. Lyon chir., 1951, 46: 545. 


The author discusses the criteria for malignancy 
of the salivary gland tumors in his study of 148 
cases. There were 135 tumors of the parotid gland, 5 
of the submaxillary gland, 4 of the sublingual gland, 
and 4 of the palatine gland. This study was made in 
order to establish the prognosis. It seems that the 
clinical aspect of the tumor is more important than 
its histological type; a division into three groups was 
made: clinically benign tumors, malignant tumors, 
and benign tumors that become malignant. The 
definite signs of malignancy are those generally 
accepted, viz., fixation, ulceration, invasion, pain, 
regional adenopathy, and, for the parotid gland, 
paresis or paralysis. The prognosis is discussed from 
the point of view of etiology, histology, localization, 
clinical symptoms, and therapeutic response. 

Clinically, the most malignant tumors (differenti- 
ated epitheliomas) are seen especially in males over 
50 years of age, while clinically benign tumors and 
pure mixed tumors are more frequent in young 
females. 

Hormonal influences are considered in connection 
with recurrences and secondary malignancy. 

Therapeutically, it is always stressed that parotid- 
ectomy should be carried out as completely as 
possible with preservation of the facial nerve; this 
should also be done if the tumor is apparently benign 
as this method prevents recurrences. On the other 
hand, total parotidectomy for a recurrent tumor af- 
ter enucleation does not prevent a new growth. 
Excision of the cervical glands is advisable in all 
cases of histologic activity, and is strictly indicated 
for the clinically malignant tumors. Complementary 
x-ray treatment should be given in all clinically 
malignant cases. GERTRUDE J. VAN Eck, M.D. 


Temporomandibular Arthroplasty in the Treat- 
ment of Prognathism. Mario GoNnzALEz-ULLOA. 
Plastic & Reconstr. Surg., 1951, 8: 136. 


Although several techniques have been described 
for the correction of prognathism, all have several 
disadvantages: some endanger the facial nerve, 
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others involve the loss of several dental pieces, or 
distort the morphology of the mandibular border, 
resulting in open bite, and still others involve the 
need to maintain the mouth in occlusion for long 
and uncomfortable periods. A new technique is pre- 
sented which has certain advantages. Operative 
trauma is reduced, mandibular retroposition is con- 
trolled, coexistent mandibular asymmetry may be 
corrected, and mandibular function is immediately 
restored. The operation includes shortening of the 
two condyles, which allows the mandible to shift in 
an upward and backward direction. It is obviously 
of value only in the prognathic mandibles that show 
longation of the condyle. 

The operative procedure is completely described 
and well illustrated. It is pointed out that a careful 
x-ray study using Loewe’s technique of double focal 
point must be made to accurately calculate the size 
of the fragment to be resected. A small curved pre- 
auricular incision is made. After the articular liga- 
ments and capsule are opened, the insertion of the 
external pterygoid muscle is detached. A special 
protector is then introduced behind the head of 
the condyle to protect the internal maxillary artery 
and the auriculotemporal nerve. This also gives sup- 
port during chiseling of the condyle. In some cases 
it is necessary to remove the last two molar teeth, to 
prevent them from acting as a lever and producing 
an open bite. Masticatory function is begun within 
24 hours after operation. 

A fibrocartilaginous covering of the osseous sur- 
face is observed several months following the sec- 
tioning of the condyle. No temporomandibular 
ankylosis has been observed. Several well illustrated 
cases of patients who were treated in the Plastic 
Surgery Section of the Centro-Medico Insurgentes, 
Glorieta, Mexico City, are included. 

Curtis Artz, M.D. 


Treatment of Displaced Fractures of the Eden- 
tulous Mandibular Angle. RicHarp J. Burcu. 
Oral Surg., 1951, 4: 1101. 


The author discusses the control of fractures at or 
around the angle of the mandible. His arguments are 
sound, and the method of treatment used was open 
reduction by interosseous wiring, supplemented by 
intermaxillary immobilization. Preoperative, opera- 
tive, and postoperative procedures are given in de- 
tail. 

Several drawings and x-ray films are reproduced. 
The report covers experience with over 300 cases. 

FREDERICK W. MERRIFIELD, M.D., D.D.S. 


Cysts of the Jaw Bones. James L. Braptry. J. 
Oral Surg., 1951, 9: 295. 

A clinical, roentgenologic, and histopathologic 
study is presented of 104 developmental cysts of the 
maxilla and mandible, derived from odontogenic 
tissues occurring in 93 patients. 

The most commonly occurring cysts are the perio- 
dontal type, usually found in the apical regions of 
pulpless teeth. Sometimes these appear marginally 
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or as residual cysts, depending upon the focus of the 
stimulus. 

A dentigerous cyst develops within the jaws and 
usually contains the coronal portion of an unerupted 
tooth or dental structure. This type cyst is lined with 
squamous epithelium derived from the enamel 
epithelium of the tooth follicle. It may occur in 
single or multiple form. 

Primordial cysts, like dentigerous cysts, arise from 
amelogenic epithelium, but during the stage of histo- 
differentiation through degeneration of stellate 
reticulum. These contain no calcified structures. 

Cysts of the maxillary bones which arise from 
nonodontogenic tissue are the incisive canal cysts, 
globulomaxillary cysts, and median palatine cysts. 
These are believed to be caused by epithelial in- 
clusions found in the region of embryonic processes 
of the maxilla. Rarely does this fissural type cyst 
form at the symphysis of the mandible. The most 
common site for the fissural cyst is in the incisive 
canal above the roots of the central incisors. 

Among the lesions that must be differentiated 
from developmental cysts are traumatic or hemor- 
rhagic bone cysts. These are usually associated with 
a history of trauma, are found principally at the 
angle of the mandible, are rare in the maxilla, and 
are not expansive. Of the neoplastic processes which 
appear as cysts roentgenographically and must be 
differentiated from developmental cysts, ameloblas- 
toma is the most common. X-ray films may show 
cystic lesions of unilocular or multilocular form. 
Other tumors that may resemble cysts of the maxil- 
lary bones are squamous cell carcinoma, metastatic 
carcinoma, adenocarcinoma, central giant cell tu- 
mor, endothelial myeloma, fibrosarcoma, multiple 
myeloma, and some of the mixed tumors of the sali- 
vary glands. Osteitis fibrosa cystica and xanthoma- 
tosis may develop cystlike defects of the mandible 
and maxilla. Inflammatory diseases such as syphilis, 
osteomyelitis, actinomycosis, and eosinophilic gran- 
uloma may also appear cystic. 

Characteristically, the developmental cysts grow 
slowly with gradual osteolysis and eventual expan- 
sion of bone. They may be single or multiple and 
may become so large as to cause asymmetry of the 
face. Symptoms may arise due to secondary infec- 
tion or pressure on contiguous nerves or structures. 
They may displace teeth and weaken the jaw so that 
fracture will occur with slight trauma. The cysts 
are usually surrounded by a membrane of fibrous 
tissue and are usually lined with simple stratified 
squamous epithelium, although cuboid, columnar, 
ciliated or transitional epithelium may be present. 
The cystic contents may be serous, clear, or amber- 
colored fluid. In the x-ray picture, a radiolucent 
area with a definite line at the periphery, represent- 
ing the compact layer of bone surrounding the cyst 
membrane, is characteristic. An indefinite peripheral 
line usually indicates inflammation. 

Aspiration and surgical biopsy may be used to dif- 
ferentiate cysts from neoplastic disease. If the cyst 
encroaches upon the boundaries of the maxillary 
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sinus and no sharp line of demarcation is present, 
injection of a radiopaque substance will contribute 
information toward a diagnosis. 

The treatment of choice for cysts is surgical exci- 
sion. Surgical enucleation or excision of the mem- 
brane of the cyst with primary closure may be suf- 
ficient for small cysts. In larger cysts, the lesions 
may be enucleated and the wound allowed to close 
slowly. Extraction of teeth may be necessary, al- 
though an apparently nonvital tooth may respond 
to vitality tests after excision of the cyst. Homo- 
genous bone grafts are useful in obliteration of large 
cavities. For cysts that encroach on, or extend into, 
the maxillary sinus a Caldwell-Luc operation is in- 
dicated. The cyst membrane is excised and the 
wound closed. Marsupialization is recommended 
when the surgical removal of large cysts would in- 
volve extensive mutilation or deformity. For small 
cysts around the maxillary anterior teeth, and in 
some mandibular anterior regions the sac of the cyst 
and the involved root tip can be removed. In some 
large mandibular cysts, especially those found at 
the angle or inferior border of the mandible, extra- 
oral cystectomy is indicated. 

Of the 104 cysts reported by the author, 67 were 
periodontal, 25 were dentigerous, 2 were primordial, 
4 were cystic odontomas, 1 was a median palatine 
cyst, 1 was a questionable globulomaxillary cyst, and 
4 were incisive canal cysts. 

It is believed that dentigerous and primordial 
cysts are potential ameloblastomas and a preopera- 
tive biopsy is essential. 

Jacos T. BRADSHER, JR., M.D. 


Consideration of Prophylaxis and Early Diagnosis 
of Cancer of the Upper Jaw (Réflexions sur la 
prophylaxie et le diagnostic précoce du cancer du 
maxillaire supérieur). M. DECHAUME and A. Scar- 
LATESCO. Presse méd., 1951, 59: 1125. 


Cancer occurs with greater frequency in the upper 
jaw than in the lower one. Malpighian epithelioma 
predominates over other histologic types. The male 
sex is affected more often than the female sex. 

The majority of workers are of the opinion that 
cancer of the upper jaw originates in the mucosa 
of the sinuses. Trauma or chronic inflammatory 
processes may be responsible for metaplasia of the 
cylindrical epithelium into the epidermoid type 
analogous to the buccal mucosa or resembling epi- 
dermis. Others believe that the tumor derives from 
paradental epithelial debris which under the in- 
fluence of an inflammation proliferates, forms granu- 
lomas and cysts, and may undergo malignant 
degeneration. 

Painful phenomena in the form of toothache or 
neuralgia dominate the clinical picture. Signs of 
maxillary sinusitis, gingivopalatine ulcerations or 
tumefactions, and dental abscesses are found in 
descending order of frequency. 

In view of the fact that the paradental origin of 
cancer of the upper jaw is more frequent than is 
usually thought, all paradental granulomas and, 
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cysts should be properly treated for prophylactic 
purposes. Chronic ulcerations of the molar region, 
facial neuralgia, or toothache of obscure origin 
should receive prompt attention, especially if the 
patient is in his fifties. Roentgenographic examina- 
tion is invaluable for correct diagnosis. The authors 
particularly stress the importance of intrabuccal 
films. Joseru K. Narat, M.D. 


Chondromyxosarcoma of the Mandible. Joun K. 
Pau. J. Oral Surg., 1951, 9: 319. 


Chondromyxosarcoma is a bone tumor rarely 
found in the region of the head and neck, being more 
common in the bones of the limbs, the ribs, and the 
innominate bones of the pelvis. It is characteristical- 
ly a slow-growing neoplasm and usually asymp- 
tomatic in its earlier stages. Chondrosarcoma—the 
term used more commonly in the literature—is now 
officially regarded as distinct from osteogenic sar- 
coma and as a separate entity which occurs as 
peripheral and central types. 

The persistence of connective tissue of the em- 
bryonic precartilaginous type in benign tumors 
provides the origin of chondrosarcoma, which is super- 
imposed on the original benign growth. The incom- 
plete absorption of Meckel’s cartilage may account 
for the cartilaginous rests in the mandible. 

Instead of undergoing transformation, the car- 
tilaginous structure of the preceding benign growth 
acts as a matrix which is gradually destroyed by the 
malignant growth. The chondrosarcomas are re- 
ferred to as central chondrosarcoma, and those 
arising from exostoses or osteochondromas on the 
surface of bone are referred to as peripheral chon- 
drosarcoma. It is not conclusive that trauma is a 
factor in the pathogenesis of these tumors. 

The tumor is a disease of adults occurring usually 
between the ages of 30 and 50 years. In the mandible, 
it may occur in the main body, the symphysis, the 
condyle, or in the coronoid process. Typically, 
there is a long clinical history ranging from 2 to 20 
years. It appears originally as a lump, usually with 
no other associated symptoms. As it gradually en- 
larges, it causes pain or interference of function 
from encroachment on other structures. If there has 
been a recent change in the character and intensity 
of symptoms in the presence of a cartilaginous lesion 
in an adult, chondromyxosarcoma should be sus- 
pected. The malignant change usually precedes the 
onset of acute symptoms by a few months. 

Characteristically, in the roentgenogram there is 
irregular mottling of the bone and a calcific density 
in the interior of the lesion. The cortex shows a 
fuzzy area of localized destruction. In the early 
central chondrosarcoma this picture may not be 
evident. The peripheral chondrosarcoma destroys 
the uniform texture and well defined peripheral 
outline of the benign osteochondroma from which it 
arises. 

The peripheral chondrosarcoma starts its develop- 
ment in the cartilaginous cap of an osteochondroma, 
_and as it advances infiltrates the marrow. The cen- 


INTERNATIONAL ABSTRACTS OF SURGERY 


tral tumor replaces the benign enchondroma, and as 
the lesion advances the cortex is eroded and the 
periosteum is distended. In far advanced cases it is 
difficult to distinguish between the central and 
peripheral types. Both types present a shiny, 
pearly-grey cut surface of varying consistency, de- 
pending upon the amount of cartilage and the pres- 
ence or absence of degenerative change. There may 
be hydropic, cystic, calcific, or hemorrhagic changes 
present. Many of the tumors show a striking ten- 
dency for extension into the veins. 

On microscopic examination, heavily calcified or 
ossified areas tend to disguise the condition. Malig- 
nancy is indicated if there are giant cartilage cells 
with large single or multiple nuclei, or with clumps 
of chromatin and also with accelerated growth ac- 
tivity at the margins of the individual lobules or 
nodules. The embryolike connective tissue which 
occurs, and which produces a syncytium with a clear 
hyalinlike ground substance, obviates the myxoma 
in the diagnosis. There is much variation in vas- 
cularity of the tumors. Calcification occurs sporadi- 
cally and irregularly and is not consistent. New bone 
formation is not prominent and is usually found near 
the overlying periosteum. 

Radical resection is the only treatment that offers 
any prospect of cure. Though chondromyxosarcoma 
is radioresistant, x-ray therapy may be used to alle- 
viate pain. 

Chondrosarcoma is likely to remain only locally 
invasive for years. Metastasis usually occurs late 
in the disease and follows invasion of the veins. 
Secondary lesions appear almost invariably in the 
lung first and then in the heart. Other organs are 
rarely affected. 

The case of a 67-year-old male having a chon- 
dromyxosarcoma of the mandible is reported. The 
tumor, which was slow growing, showed no evidence 
of recurrence 5 months after removal. 

Jacos T. BRADSHER, JR., M.D. 


EYE 


Diagnosis and Management of Paralysis of the 
Extrinsic Ocular Muscles; with Special Refer- 
ence to Surgical Treatment in 219 Cases. T. 
Keita Lyte and ALEx G. Cross. Brit. J. Ophth., 
1951, 35: 511. 

The authors discuss the diagnosis and manage- 
ment of paralysis of the extrinsic ocular muscles 
with special reference to surgical treatment in 219 
cases. 

They point out that although a comprehensive 
presentation of the subject was made by Bielschow- 
sky (1935, 1938, 1940), advice as to surgical treat- 
ment was scanty. 

The work of Chavasse (1939) led to a more com- 
plete understanding of paralytic squint and various 
principles of diagnosis and treatment. 

Paralysis or paresis of one or more of the ex- 
trinsic ocular muscles can result from many dif- 
ferent pathological lesions. Treatment demands 
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investigation of the cause and accurate assessment 
of the state of the binocular vision. 

Total paralysis of one or more of the extrinsic 
ocular muscles complicates the therapeutic prob- 
lem, but much can be accomplished by means of 
operations designed (1) to limit the action of the 
synergic muscle or muscles of the unaffected eye, 
(2) to overcome the contracture of the direct an- 
tagonists of the affected muscles, (3) to increase 
the action of the affected muscle or muscles, some- 
times by means of muscle grafting operations, or 
(4) to increase the action of the contralateral an- 
tagonists. 

If the paralysis is incomplete the prognosis is 
much better and the treatment is simple. In these 
cases it is possible to restore a large field of binocular 
single vision by adequate treatment. 

Suppression of the vision of the deviating eye 
should be ailowed to occur only in exceptional 
cases, and occlusion of one eye, except as a tem- 
porary measure, should be considered an admission 
of failure. 

In this series of 219 cases of palsy of one or more 
of the extraocular muscles treated by operation, a 
satisfactory “binocular” result was obtained. The 
ages of the patients ranged from 10 to 61 years. 
The results show that many combinations of sur- 
gical procedure may be necessary in the treatment 
of paralytic strabismus; moreover, the results of 
similar surgical procedures are not uniform. The 
essential point is that consideration must be di- 
rected to the treatment of each individual case in 
order to plan the surgical procedure to obtain suc- 
cessful results. The results of a particular surgical 
approach are never accurate and definite. Expe- 
rience plays an important part in planning the sur- 
gical procedure. Each case must be assessed be- 
fore operation and between the various stages of 
operation. 

They emphasize that the generally accepted 
opinion that little can be done for cases of paralytic 
strabismus is wrong. The majority of patients with 
ocular palsy can be helped or even restored to a 
state of orthophoria in the primary position, and 
to binocularity within most of the visual field. 

JosHuA ZUCKERMAN, M.D. 


Topical Use of Chloramphenicol in External Ocular 
Infections. Winston Roserts. Am. J. Ophth., 
1951, 34: 1081. 


The author advocates the use of chloramphenicol 
for the topical treatment of external infections of 
the eye. 

He points out that the perfect drug, or combina- 
tion of drugs, for the treatment of external infec- 
tions of the eye has not yet been found. Penicillin, 
aureomycin, and the sulfonamides have simplified 
the treatment of these infections but the develop- 
ment of resistant organisms and certain disadvan- 
tages inherent in the drugs now available make it 
desirable to discover additional antibacterial and 
antiviral preparations for this purpose. 


HEAD AND NECK 109 


Chloramphenicol is useful in a wide range of bac- 
terial and rickettsial infections and appears to be 
useful in viral infections; however, hemolytic 
staphylococcal infections appear to respond less 
rapidly to chloramphenicol than to 30 per cent 
sodium sulfacetamide. 

A o.1 per cent or o.2 per cent solution of chlor- 
amphenicol in physiologic saline forms a satisfac- 
tory solution. These solutions are easily prepared. 
They are stable, soothing, and nontoxic. 

The drug was used in a large series of cases of 
external infections of the eye in which careful cul- 
tural studies were done and in many infections in 
which cultural studies were not done. 

JosHua ZUCKERMAN, M.D. 


Role of Terramycin in Ophthalmology. NicHotas 
G. Douvas, RoBERT M. FEATHERSTONE, and ALSON 
E. BRALEY. Arch. Ophth., Chic., 1951, 46: 57. 


The authors discuss the réle of terramycin in 
ophthalmology. 

Powdered terramycin hydrochloride was used in 
a special ophthalmic borate buffer solution, and 
as a 0.1 per cent ophthalmic ointment, and studies 
were made of its properties from various points of 
view such as solubility, its comparative value on 
various ophthalmic bacterial pathogens, its pro- 
tective value against the herpes simplex virus, its 
penetrability into the aqueous, and its value clin- 
ically in the treatment of conjunctivitis and cor- 
neal ulceration. 

Two drops of a 5 mgm. per cubic centimeter 
solution of terramycin hydrochloride (in borate 
buffer, pu 8.175) were instilled every 2 hours dur- 
ing the day. In some cases this treatment was 
supplemented by the o.1 per cent ophthalmic oint- 
ment at bedtime. 

Sixty patients with bacterial or catarrhal con- 
junctivitis were treated. Of the 34 patients who 
reported, 30 were greatly improved or clinically 
cured after from 24 to 48 hours of therapy. 

Two patients with acute follicular conjunctivitis, 
type Beal, failed to respond. 

In 3 cases of marginal ulcer (2 were positive for 
hemolytic Staphylococcus aureus), healing occurred 
in from 2 to 4 days. 

Terramycin was used in 4 patients with den- 
dritic keratitis, but the response was not dramatic 
in 2 cases, and it was poor in 2 cases. 

A patient with episcleritis was cured after 2 
days of treatment. 

Ophthalmic solutions of terramycin hydrochlor- 
ide, in special borate buffer pH 8.175, were found 
more stable than aureomycin in the same solution, 
and remained stable for 5 days when stored at 
room temperature; moreover no change in drug 
effectivity occurred after 50 days of refrigeration. 

In in vitro experiments, terramycin compared 
favorably with the other antibiotic and chemo- 
therapeutic agents. Individual comparative studies 
indicated that penicillin was more effective than 
terramycin, streptomycin, aureomycin, or chlor- 
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amphenicol (chloromycetin), which must be classed 
as being equally effective against the hemolytic 
Staphylococcus aureus strains that were studied. 
These agents also appeared to be more effective 
than bacitracin, polymyxin B., gantrisin, sulfa- 
cetimide, propion, or benzalkonium, against the 
same organism. Penicillin was also the only drug 
superior to terramycin in the studies with hemo- 
lytic streptococcus, Diplococcus pneumoniae, and 
other miscellaneous gram-positive organisms. 
Chloramphenicol and streptomycin appeared to be 
more effective than terramycin and the other 
drugs against the gram-negative organisms tested. 

Terramycin did not protect mice inoculated with 
the virus of herpes simplex. 

Terramycin and aureomycin penetrated into the 
aqueous humor of the rabbit after a corneal bath 
only when the corneal epithelium was abraded. 
After intravenous administration, 3 micrograms of 
terramycin per cubic centimeter appeared to be 
present in the aqueous, whereas no penetration 
of aureomycin could be detected. In cases of 
corneal ulceration in which the epithelial barrier 
is not present, adequate aqueous concentrations 
of terramycin can be expected clinically after 
local instillation of the drug. 

Clinically, terramycin was effective in the treat- 
ment of conjunctivitis and corneal ulcerations of 
bacterial origin. It was not ineffective in the treat- 
ment of acute follicular conjunctivitis, type Beal, 
and dendritic keratitis. 

One-tenth per cent terramycin hydrochloride 
ophthalmic ointment introduced into the con- 
junctival sac preoperatively proved to be effective 
as a prophylactic measure in 110 patients. 

JosHUA ZUCKERMAN, M.D. 


Traumatic Encephaloceles of the Orbit. Artuur B. 
Kino. Arch. Ophth., Chic., 1951, 46: 49. 


The author reports 2 cases of traumatic encepha- 
loceles of the orbit. The condition is characterized 
mainly by proptosis and limitation of movement of 
the eyeball following trauma. 

Prolapse of brain tissue into the orbit is an un- 
usual complication of extensive trauma to the base 
of the skull with shattering or distortion of the 
anterior fossa. The brain tissue may also prolapse 
through defects in the orbital roof occurring during 
removal of a neoplasm of the orbit by the intra- 
cranial route. 

The defect in the dura must be of a fairly large 
size to permit the brain to protrude into the orbit 
and/or the paranasal sinuses. Infection of the ex- 
posed brain or of the cerebrospinal fluid may en- 
danger the life of the patient. Acute meningitis 
can be controlled by medication, but chronic ad- 
hesive arachnoiditis must be prevented because, if 
it should occur, it may spreaa to the chiasm, affect 
the circulation of the cerebrospinal fluid, and com- 
press the optic nerves. In extensive arachnoiditis, 
rhinorrhea is an escape mechanism for the fluid and 
the leak is difficult to plug. 
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In one case, prolapse of the frontal lobe of the 
brain developed after exenteration of the orbit for 
a malignant tumor. Intracranial removal had been 
attempted previously, but the defect in the roof of 
the orbit had not been repaired. 

In the other case an encephalocele formed after 
extensive trauma to the dura and the floor of the 
anterior fossa of the skull. Protrusion of the eye- 
ball was observed months after the accident. 

To correct the encephalocele, the continuity of 
the dura must be restored. An operative approach 
that allows exposure of the entire anterior fossa is 
preferred. A scalp incision paralleling the coronal 
suture just inside the hairline and a bilateral bone 
flap, cut as far anteriorly as the frontal sinuses will 
allow, permits access to and repair of the dural 
tear. The protruded brain should not be replaced 
because it is contaminated and of no clinical im- 
portance. Amputation flush with the dura results 
in the largest percentage of cases with uncompli- 
cated healing. 

Fascia is a good substitute for dura, and tan- 


. talum for bone. Temporal fascia or fascia lata may 


be used. When tantalum is used, the plate should 
be fashioned so that it is wedged tightly between 
natural bony prominences, because screws cannot 
easily be placed in the base of the skull. The plate 
must be covered with skin or mucous membrane 
on its exposed surface. 

Infection of the protruding brain and of the 
subarachnoid space is a major hazard. Antibiotics 
should be used during healing and as long as 
rhinorrhea is present. JosHua ZucKERMAN, M.D. 


EAR 


Congenital Atresia of the External Auditory Mea- 
tus. Jack E. Davis. Plastic & Reconstr. Surg., 
1951, 8: 173. 

The author discusses the embryological develop- 
ment of the ear. Congenital atresia of the external 
auditory meatus arises from failure to canalize of 
a mesodermal cord which extends from the middle 
ear to the ectoderm of the first branchial cleft. 
Microtia of the auricle results from a malforma- 
tion of mesodermal hillocks surrounding the first 
branchial cleft. Etiological causes may consist of 
metabolic disorders, virus infections during preg- 
nancy, and irradiation. Any of these factors must 
be present during the second month of pregnancy. 

The surgical anatomy of the deformity is re- 
viewed. Important considerations consist of the 
location of the microtia over the temporomandi- 
bular joint; the presence of an atretic bone plate to 
replace the ear drum; lack of patency of the eusta- 
chian tube; and malformation of the ossicles. The 
mastoid was moderately pneumatized in the author’s 
cases. 

The author’s treatment is surgical with forma- 
tion of a new external auditory canal lined by a skin 
graft. His technique consists of an incision 8 mm. 
behind and above the temporomandibular joint 
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capsule; elevation of the periosteum; and the for- 
mation of a bony canal opening into the middle ear 
and antrum, with use of the dura mater, the lateral 
sinus, and the temperomandibular joint, as guides. 
A stent mould is made of this cavity and is left in 
place for one week until granulations are abundant; 
it is then removed. A Thiersch graft is sutured 
around it, and the graft-covered mould is reinserted 
and left in place for one week. The operation was 
successful in all of the author’s cases. Important 
variations of this technique as compared to more 
conventional ones consist of making a shorter, 
wider, straighter canal, which is located behind the 
microtic auricle. (The auricle is later moved pos- 
teriorly to lie over the newly formed canal at a sec- 
ondary operation). The location of this canal pos- 
teriorly and superiorly to that of the conventional 
approach enables the operator to avoid the usual 
long, tortuous canal angulating acutely posteriorly. 

The author fails to emphasize the variations in 
anatomy caused by varying degrees of maldevelop- 
ment, viz.: 

Type 1. Bony atresia of the external auditory 
canal, intact ear drum, normal ossicles and middle 
ear. 

Type 2. Bony atresia of the external canal with 
absent ear drum replaced by an atretic bone plate, 
normal ossicles, and middle ear. 

Type 3. Bony atresia of the ear canal with an 
ear drum with deformed ossicles and normal middle 
ear. 

Type 4. Bony atresia of the external auditory 
canal, absent ear drum, and absent ossicles. 

In the first type, a plastic reconstruction of the 
ear canal is all that is necessary. In types 2, 3, and 
4, a skin graft must be placed over the middle ear 
(preceded in type 3 by the removal of the deformed 
ossicles). In types 3 and 4, a fenestration operation 
has been advocated to restore socially adequate 
hearing. Wittiam K. Wricut, M.D. 


NOSE AND SINUSES 


Osteoclastoma in Relation to the Nose. AHMED BEY 
Hanpousa. J. Lar. Otol., Lond., 1951, 65: 549. 


Osteoclastomas seem to follow the distribution of 
cartilaginous centers of ossification. The osteo- 
clastomas may arise from the alveolus or from the 
sinuses which originate from cartilage centers. 

Osteoclastomas in relation to the nose are met 
with in the second decade of life. The majority are 
found in females. 

The tumor mass is composed of friable, pale, 
brown or greyish tissue ensheathed in a firm cap- 
sule which varies in different areas from a fibrous 
membrane to a thick bony shell. There may be 
cystic spaces in the capsule. Microscopically, the 
tumor is similar to osteoclastomas found elsewhere. 
There is considerable fibrous tissue and giant cells. 
It is a benign tumor. 

Radiographically, the mass appears as an opaque 
cystlike shadow. Trabeculations which are said to 
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be characteristic of osteoclastomas in other areas 
were not evident in the maxillary tumors. The 
boundary is opaque and may usually be completely 
delineated if several views are made. Absorption of 
adjacent structures is common. 

The diagnosis is suggested by a history of a slow- 
growing solitary mass with the roentgenographic 
features described. Aspiration and injections of 
lipiodol will differentiate this solid tumor from a 
cyst. Biopsy and microscopic examination will com- 
plete the diagnosis. Removal by dissection is pre- 
ferred. Irradiation and curettage were followed by 
recurrence in the majority of cases. 

Joun R. Linpsay, M.D. 


Nasal Malignant Melanoma. T. Sincrarr STEWART. 
J. Lar. Otol., Lond., 1951, 65: 560. 


Four per cent of malignant tumors of the nose 
and paranasal sinuses examined at the Christie 
Hospital and Holt Radium Institute were malignant 
melanomas. Gross pathological examination is us- 
ually of little help unless the lesion is visibly pig- 
mented. Microscopic diagnosis may be difficult if 
the specimen is quite anaplastic. 

Clinically, the symptoms are vague and not very 
helpful. Bleeding and nasal obstruction may be the 
only complaints. Examination of the patient may 
reveal a widened naris filled with tumor tissue. 
Pigment is seen infrequently. The neoplasm may be 
sessile, polypoid, or both. It tends to bleed on 
minimal trauma. Infection and necrosis may con- 
fuse the clinical picture. 

Malignant melanomas are commonly found in 
the anterior part of the nasal chamber. The mass 
is usually on the floor or near the inferior turbinate. 
Involvement of the sinuses is rare. Evidence of 
erosion is not common. 

The treatment of choice is radical surgical extir- 
pation. Deep roentgen therapy and radium im- 
plants have been tried with varying success. Re- 
gardless of the method of treatment, the outlook 
for the patient is extremely poor. A report of 15 
cases is included. Joun R. Linpsay, M.D 


The Réthi Incision in Rhinoplasty. Hans May. 
Plastic & Reconstr. Surg., 1951, 8: 123. 


The Réthi incision is used in severe deformities of 
the cartilaginous framework of the nose, especially 
of the nasal tip. Joseph’s incisions are employed 
in the majority of cases, but for the correction of a 
large deformity of the tip the Réthi incision gives 
more adequate exposure. 

The Réthi incision starts with a transverse in- 
cision through the columella, 2 to 3 mm. posterior 
to the columella-alar angle. A vertical scratch is 
first made in the midline of the columella to aid in 
accurate approximation later. The incision is car- 
ried down to, but not into, the medial crura. There 
it is carried up to the angle on each side. On reach- 
ing the angle it turns laterally and runs parallel to 
and just inside the rim of the nares. The incision 
circumscribes the anterior half of the rim of each 
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nostril. The skin over the medial and lateral crura 
of the great alar cartilage is reflected upwards to 
the level of the upper lateral cartilages. At this 
point it is fixed and retracted with traction sutures. 
An excellent exposure of the lower lateral car- 
tilages is allowed and enables accurate surgery for 
reduction of deformities. Joun R. Linpsay, M.D. 


MOUTH 


A Review of Noma. Report of a Case Treated with 
Aureomycin. Frank J. D’Acostino. Oral Surg., 
1951, 4: L000. 

Noma or gangrenous stomatitis is a relatively 
rare disease; its greatest incidence is among young 
children of the lower economic groups and it occurs 
most frequently after some predisposing debili- 
tating illness. The prognosis has been poor, the 
mortality in younger individuals being as high as 
go per cent. 

In the case reported, a Negro woman, aged 50, 
had had the lower left three molars extracted a few 
days before admission. She had been receiving 
anti-luetic treatment for a period of 6 months, and 
was suffering from generalized arteriosclerosis, ar- 
teriosclerotic heart disease, and nephrosclerosis. Her 
temperature on admission was 99.5°F. The lower 
left mandibular area was painful. A small ulcerated 
lesion was present in the left buccal mucosa ad- 
jacent to the site of the extractions. An oral swab 
culture revealed Bacillus coli, Streptococcus fecalis, 
and yeast cells. Gentian violet (4 per cent) was ap- 
plied to the lesion. 

On the third day of hospitalization the lesion 
had extended to the left side of the tongue. The 
temperature was 101°F., and an offensive odor 
emanated from the mouth. On the fourth day the 
angle of the mouth was involved. Débridement 
was done, and the patient was given aureomycin 
locally and 750 mgm. of aureomycin every 4 hours 
systemically. In 48 hours the extension of necrosis 
ceased, the buccal mucosa became clean, and the 
putrid stench was absent. Meanwhile the renal 
condition had steadily deteriorated, the blood 
showing nonprotein nitrogen of 130 mgm. Death 
due to uremia followed. 

In the therapy of these cases, a threefold attack 
is imperative: (1) attention to the predisposing 
factors; (2) supportive treatment; (3) antibiotics, 
locally and systemically. 

James E. LEBENSOHN, M.D. 


NECK 


The Use of Hormones, Drugs, and Radiations in the 
Management of Thyroid Diseases. J. H. MEAns. 
Bull. Johns Hopkins Hosp., 1951, 89: 106. 


Thyroid hormone. The feeding of thyroid is a full, 
perfect, and sufficient therapy for the relief of 
myxedema (primary athyreosis). Parenteral exhibi- 
tion of pure thyroxine is equally effective, but 
possesses no advantage over the oral administration 


of whole thyroid. The action of thyroid hormone in 
physiologic dosage is utterly specific. No substances 
other than close chemical analogues of thyroxin can 
replace it, and the analogues must be given in far 
larger dosage than that of pure thyroxin to obtain a 
given effect. There are uses, however, other than 
of simple substitution therapy to which thyroid hor- 
mone can be put. A great many patients with 
hyperophthalmopathic Graves’ disease have been 
treated with thyroid, but so difficult is it to provide 
adequate control for clinical observations of this 
character, that it is hard to say whether or not any 
benefit is conferred by such therapy. The author is 
convinced that no harm has resulted from it. 

The giving of thyroid, or even of iodide, will pre- 
vent the development of hyperplasia of the thyroid 
remnant following thyroidectomy. Rienhoff has 
made use of this principle to prevent the regrowth of 
toxic goiters after subtotal thyroidectomy. More 
recently, Cope has made use of thyroid therapy in a 
related manner. Observing that in hyperfunctioning 
adenomas of the thyroid, the extranodular thyroid 
tissue tends to atrophy, he used thyroid in cases of 
nontoxic goiter to bring any nodules which might be 
present into sharper relief by the expedient of caus- 
ing atrophy of the extranodular thyroid tissue, so 
that the nature of the entire gland under study could 
be determined more accurately. 

Thyroid has been tried in many diseases. Good 
results from such trials have been few and far be- 
tween. There is, however, one that is rather strik- 
ing, namely, the relief of certain cases of sterility 
and of habitual abortion in women, by thyroid 
therapy. The mechanism of the relief of sterility by 
thyroid is obscure. In the relief of habitual abortion, 
there is some evidence that serum-precipitable iodine 
rises during pregnancy and that this rise antedates 
the customary rise in the basal metabolic rate. In 
women whose serum-precipitable iodine did not 
make the expected rise, abortion was likely. When 
such women received thyroid during pregnancy their 
serum-precipitable iodine curve followed a normal 
course. 

Thyrotropin. In primary myxedema, substitution 
therapy with thyroid is as near perfection as any 
therapy. There would be no point in using thyro- 
tropin in this condition because the atrophic thyroid 
probably could not respond to it. Moreover, for 
more than experimental use, thyrotropin is at 
present unavailable. The only diagnostic use of 
thyrotropin that the author can at present visual- 
ize is in cases in which it is desirable to know whether 
or not the patient’s thyroid gland is capable of being 
stimulated. Such use would constitute one method 
of distinguishing between primary thyroidal myxe- 
dema and myxedema of pituitary origin. There are 
other methods of accomplishing this purpose. 

Adrenocorticotropin (ACTH) and cortisone. There 
is accumulating evidence that these hormones exert 
some depressant action on the activity of the 
pituitary-thyroid axis. Whether this is exerted at 
the pituitary level or at the thyroid level is not clear. 
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A number of investigators have used ACTH or 
cortisone in Graves’ disease. The results are on the 
whole equivocal. It could be that in thyroid storm 
the cortex becomes exhausted, and if this were true it 
would be reasonable to admiriister cortical extract 
or cortisone. 

Iodine. The most important therapeutic use of 
iodine in thyroid disease, aside from that in the 
prevention or correction of iodine-want goiter, is in 
Graves’ disease. The well known response to iodine 
of the thyrotoxicosis in that malady remains, so far 
as cause and mechanism go, pretty much a mystery. 
It may be that the divorce of iodinating and involut- 
ing action may be explained by the theory that 
iodine blocks the action of thyrotropin in thyroid 
cells, thus stopping thyroxin manufacture, but the 
thyroid cells go on manufacturing protein which 
piles up in the follicles and is not withdrawn there- 
from, having no hormonic value. This theory does 
not explain why iodine does not have a similar action 
in normals. A change in end-organ sensitivity to 
thyrotropin may be at the bottom of the matter. In 
the treatment of thyrotoxicosis nowadays, the author 
does not use iodine alone, but invariably uses it in 
combination with an antithyroid drug, in the 
preparation of thyrotoxic patients for operation. 

Antithyroid drugs. These fall into at least two 
categories: substances which block the iodine trap- 
ping mechanism and those which block the synthetic 
process. The former is the thiocyanate ion, and the 
latter thiourea and its analogues, and some other 
substances with similar action. Thus far, sulfocya- 
nate does not appear to be of great importance. The 
thiourea analogues are useful in the treatment of 
thyrotoxicosis, especially that of Graves’ disease. 
They have also been used to produce hypothyroidism 
as a treatment for certain forms of cardiac insuf- 
ficiency. They are used widely as definitive therapy 
in Graves’ disease, and to a lesser extent in toxic 
adenomatous goiter. For the latter they are cer- 
tainly inferior to surgical thyroidectomy. As de- 
finitive treatment in Graves’ disease, the author 
does not like them as well as either radioactive iodine 
or surgical thyroidectomy. To get permanent remis- 
sion of thyrotoxicosis in Graves’ disease one must 
usually continue the administration of these drugs 
without interruption for at least a year, and even 
then one sometimes fails in one’s objective. Surgical 
thyroidectomy removes thyroid tissue and radio- 
active iodine destroys it im situ, but the antithyroid 
drugs merely hold it in functional abeyance. 

Radioactive iodine (1''). Briefly, the tracer situa- 
tion can be said to resolve itself as follows: (1) the 
determination by direct scanning of uptake by the 
thyroid gland itself or distant thyroid tissue; (2) 
excretion—calculation of thyroid uptake by differ- 
ence; (3) concentration and partition in the blood; 
(4) cytologic localization of iodine in the thyroid 
gland, or autoradiography. The determination of 
total uptake of radioiodine by the thyroid is useful 
diagnostically, chiefly in ruling hyperthyroidism or 
' hypothyroidism in or out. It is highly instructive 
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to compare it with simultaneous determinations of 
the level of protein-bound iodine in the blood and 
with the basal metabolic rate. 

Localized regional scanning is particularly valu- 
able in determining the functional activity of thyroid 
nodules as compared with the remaining extra- 
nodular and thyroid tissue. Some nodules can be 
shownto developmoreradioactivity thanintranodular 
tissue, some less. In some cases there is little differ- 
ence between them. Information of this character is 
diagnostically useful because there is a relatively 
high percentage of cancer in single nodules (18 per 
cent of all single nodules in the author’s series). 
Single nodules are the easiest to scan directionally. 
Cancers take up less iodine than extranodular tissue. 
If a “hot nodule” is found, one can assume that the 
chance of its being malignant is negligible. On the 
other hand, the finding that a nodule is “‘cold”’ raises 
an impressive possibility of malignancy. 

Since 1943, a total of 315 patients with Graves’ 
disease and 10 with toxic nodular goiter have been 
treated with I'*!. Of these, only 4 have subsequently 
required surgery. Fifteen have been overtreated and 
required thyroid therapy. In 3 of them hypothy- 
roidism was purposefully produced because of ac- 
companying heart disease. Nodular goiters are not 
treated with ['*! because of the possibility of malig- 
nant changes inherent in nodular goiters. The author 
and his associates are worried about the possibility 
of producing cancer, and only until more years 
elapse and more patients are treated shall they feel 
that this ghost has been laid permanently. 

The most encouraging therapeutic use of radio- 
active iodine is in the treatment of certain cancers 
of the thyroid. Of course in any type of thyroid 
cancer, as with any other cancer, the indication is to 
remove all malignant tissue surgically if that be 
possible. When this is not possible radioactive iodine 
can be used if the tumor will take up, or can be in- 
duced to take up, iodine. When no iodine uptake 
can be developed, then x-ray therapy is all that re- 
mains. Destruction of malignant thyroid tissue by 
radioiodine is preferred to x-ray, being more selective. 
The radioactive effect can be pin-pointed on the 
target to a far greater extent with radioiodine than 
with x-ray. The destruction of tumor, therefore, is 
maximal, and injury to other tissues is minimal. 

The plan of attack developed by this clinic is as 
follows: a tracer dose is always given preoperatively. 
If cancer is encountered, its iodine-collecting capac- 
city is determined by autoradiography of the excised 
tissue or by digestion of this and counting thereafter. 
If cancer tissue cannot be completely removed, 
then all normal thyroid tissue is removed. The 
Geiger counter can be used at the operation in search 
for thyroid tissue. All tissue showing an uptake is 
removed. The reason for this tactic is to place the 
burden of thyroid hormone production entirely on 
the remaining cancer. Such a maneuver may induce 
it to take up iodine; that is, a nonfunctioning cancer 
may be converted into a functioning one. If this can 
be accomplished radioiodine therapy may be em- 


ployed with some hope of success. The best results 
have been obtained in cases of the follicular type of 
adenocarcinoma, particularly distant metastatic 
lesions. In only a minority of papillary carcinomas 


‘can an iodine uptake be developed. Undiffer- 


entiated cancers seldom develop an iodine uptake, 
or at least kill the patient before an uptake can be 
developed. Since the autumn of 1946, about 120 
thyroid cancers have been treated with radioactive 
iodine. The most impressive effects are in the bone 
lesions. They remain, but stop growing and become 
asymptomatic. Ear O. Latmer, M.D. 


Nodular Goiter and Carcinoma of the Thyroid. 
Epwin R. FisHER and BERNARD FISHER. Am. J. 
Surg., 1951, 82: 202. 

The relationship of thyroid carcinoma to nodular 
goiter is controversial, particularly since the thyroid 
alters its histologic anatomy physiologically and the 
majority of the nodules are anatomically abnormal 
expressions of the physiologic changes. 

Thirty-eight cases of carcinoma of the thyroid are 
analyzed, particularly in relation to nodular goiter. 
Nodular goiter is considered as a localized enlarge- 
ment of the gland. Indicated qualifying terms are 
used, such as encapsulated or nonencapsulated, 
solitary or multiple, palpable or nonpalpable, and 
toxic or nontoxic. The histological appearance of the 
hyperactive gland, which may not be hypersecretory, 
is indistinguishable from the hyperfunctioning gland, 
and thus toxicity or nontoxicity is based on clini- 
cal features as well. 

The histopathologic features of involutional no- 
dules with variable-sized acini containing colloid and 
lined most often by low cuboidal epithelium are re- 
viewed, attention being especially directed to the 
stroma and its various degenerative changes. They 
are not adenomas but pseudoadenomas or involu- 
tional nodules and are thus distinguishable from the 
true adenomas. 

During the 16-year period from 1933 to 1949, 
2,071 thyroidectomies were done at the Mercy 
Hospital, 1,190 for nodular goiter and 881 for diffuse 
goiter or Graves disease. Of the 1,190 nodular 
goiters, 885 were nontoxic and 208 toxic. Other 
types were Riedel’s struma, Hashimoto’s disease, 
and subacute thyroiditis. The latter cases were 
sometimes confused with carcinoma. Thyroid car- 
cinoma was found in 1.6 per cent of all the thyroidec- 
tomies, and in 3.3 per cent of the nodular goiters as 
a whole. The incidence of nodular goiters present- 
ing carcinoma was 1.9 per cent among the toxic 
group and 3.7 per cent among the nontoxic and true 
adenomas as a group. 

It is uniformly agreed that approximately 24 per 
cent of all solitary nodules are malignant. However, 
multinodular glands are malignant much more fre- 
quently, to the extent that almost 50 per cent of the 
thyroid carcinomas occurred in multinodular glands. 

Preoperatively, 10, or 26.3 per cent, of the carci- 
nomas were so diagnosed, 4 being advanced and 
obvious. In an additional 5 cases (13%), carcinoma 
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was suspected. Thus, 39.3 per cent were preoper- 
atively diagnosed or considered to be carcinoma. 
Upon gross examination of the removed specimens, 
only 65 per cent of the carcinomas were so diagnosed. 
Thus, in about one-third of the cases the diagnosis 
was not made until microscopic study. This indi- 
cates the difficulty of clinical diagnosis and the 
importance of many microscopic sections from all 
the nodules. 

The average age of the patients was 49 years, 
ranging from 24 to 75 years, most of the patients be- 
ing in the third and sixth decades, and there were 
twice as many females as males. 

In addition to the enlargement and a 60 per cent 
incidence of firm consistency of the gland, pressure 
phenomena were the most frequent symptoms, in- 
cluding dysphagia, dyspnea, hoarseness, and cough. 
One or more of these were present in 26 patients, 4 
patients requiring emergency tracheotomy. Rapid 
enlargement of a pre-existing goiter was noted in 
13 patients. Tumefaction of long standing, 1 to 35 
years, was present in a similar number. Five pa- 
tients presented mild to moderate toxicity with slight 
elevation of the basal metabolic rate. Two first 
noticed the enlargement during pregnancy. 

The various histologic types found in this study 
were the adenocarcinomas, of which 15, or 39 per 
cent, were papillary, and 22, or 57.9 per cent were 
nonpapillary. The nonpapillary types were alveo- 
lar, small-celled, and Hurthle-celled (1 case). One 
case of epidermoid carcinoma was observed. Criteria 
for malignancy consisted of either capsular, lym- 
phatic, or venous invasion. Such invasion is essen- 
tial for the diagnosis of malignant tumors when they 
appear to be benign and are well differentiated. 
Other factors are atypical nuclear figures, cell struc- 
tures, and glandular arrangement, but these are not 
relied upon since physiologic hyperplasia may occa- 
sionally be bizarre. 

The papillary adenocarcinomas were primarily 
lymphangio-invasive. Fifty per cent of the patients 
with this condition had had nodular goiter of long 
standing, and many showed involutional nodules 
adjacent to and intimately associated with the 
neoplasm. This histologic type presents the longest 
survival group, and indicates no relation to the 
duration of the disease. Of 12 such patients follow- 
ed up, only 4 died of their disease after an average 
of 2 years. Seven are apparently free from recur- 
rence g to 16 years later even though lympathic in- 
vasion had been demonstrated. One died 15 years 
later from squamous cell carcinoma of the lung. 

The alveolar carcinomas, 23.7 per cent of the total 
and primarily angioinvasive, gave a long-standing 
history of nodular goiter and were all solitary 
nodules. Two-thirds showed involutional nodules 
adjacent to and associated with the neoplasm. Of 9 
of these patients followed up, only 2 are alive and 
these have been observed for only 1 and 2 years, 
respectively. One patient with a well differentiated 
alveolar type of carcinoma died after 7 years with 
extensive local and pulmonary metastases. 
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The small cell type, making up 31.6 per cent of the 
carcinomas and consisting of solid masses of poly- 
hedral cells, was markedly infiltrating and showed 
skeletal muscle invasion in go per cent, and also both 
vascular and lymphatic invasion. Tumefaction was 
of short duration, less than 1 year, in 75 per cent of 
the cases. Involutional nodules or pseudoadenoma 
formation was evident along with the tumor tissue 
in 5 instances. Of 9 patients followed-up, 2 had 
lived 1 year and 1 is alive after 2 years, but has a 
local recurrence. One patient succumbed after 9 
years from a primary tumor of the rectum. Five 
patients died of the disease 1.5 years following 
surgery. 

One patient with an epidermoid, squamous cell, 
grade 3 carcinoma which microscopically involved 
skeletal muscle and laryngeal cartilage survived 2 
years. The patient with the Hurthle cell type of 
carcinoma died of metastases and pressure pheno- 
mena 1 year postoperatively. 

Of the total of 31 patients followed up, 16 died of 
the disease (51.6%), 13 (41.9%) are alive, although 
1 had a recurrence, and 2 (6.5%) died of other 
causes. 

Pseudoadenomas or involution nodules coexisted 
with 47.3 per cent of the thyroid carcinomas. Hy- 
pertrophy and hyperplasia were noted in 12 per cent 
of these pseudoadenomas, and may raise some specu- 
lation as to their coincidence or relationship with the 
neoplasia. In every instance of the alveolar type of 
carcinoma (nonpapillary) the neoplasm represented 
the only nodular enlargement of the gland, and since 
the tumefaction in these instances was of long dura- 
tion, the epithelial hypertrophy and hyperplasia 
cycles essential to the formation of the pseudoadeno- 
ma (nodules) may have assumed a neoplastic mo- 
mentum, although neoplasia in the markedly hyper- 
plastic gland of Graves’ disease is exceedingly rare. 

Thyroid neoplasm not suspected preoperatively 
has the longest survival. 

All patients surviving 9 years or more showed 
evidence of lymphatic or vascular invasion except 1 
who showed only capsular invasion, and thus the 
invasive criteria of malignancy bears no relationship 
to survival. However, the histologic types have such 
a relationship, as indicated. Davin Movitz, M.D. 


Treatment of Thyroid Carcinoma with Radioactive 
Iodine (Zur Behandlung des Schilddrueusencar- 
cinoms mit Radiojod). O. E1cHter, H. Hess, F 
Linper, and K. Scumeiser. Deut. Zschr. Chir., 
1951, 269: 19. 

Some writers recommend the administration of 

thiouracil prior to that of radioactive iodine, in order 
to diminish the iodine contents of the thyroid gland. 
Thiouracil should be stopped 4 days before iodine 
is given. After storage of iodine has been accom- 
plished, iodides may be prescribed to inhibit the 
production of thyrotropic hormone by the hypophy- 
sis and thus to prevent the secretion of thyroxin 
which contains iodine. In this manner the effect 
of radioactive iodine may be prolonged. 


Leucopenia, which may develop following the 
administration of large doses of radioactive iodine, 
is usually of short duration. 

The possibility of malignant degeneration of the 
thyroid gland or of the larynx as a late sequel of 
radiotherapy should be seriously considered. There- 
fore, for the time being, radioactive iodine should 
be employed in the treatment of hyperthyroidism 
only in the presence of cardiac decompensation or 
recurrent goiter. 

The largest amount of radioactive iodine is stored 
by metastasizing adenoma of the thyroid, to be 
followed by adenocarcinoma with or without colloid, 
whereas nondifferentiated solid carcinoma or sar- 
coma store minimal amounts of iodine. Moreover, 
various metastases of the same tumor do not absorb 
identical amounts of iodine. 

In view of the great avidity of normal thyroid 
tissue for iodine it is sometimes advisable to perform 
thyroidectomy, even if a radical operation cannot 
be done, to allow the thyroid carcinoma or its 
metastases to avail themselves of all radioactive 
iodine given to the patient. 

Myxedema which may develop following the ad- 
ministration of radioactive iodine can be treated 
with thyroxin. 

Only palliation could be obtained by the authors 
in 10 patients with thyroid carcinoma who were 
treated with radioactive iodine. Among 8 patients 
with osseous metastases, therapeutically important 
storage of iodine was observed only in 2. 

Joseru K. Narat, M.D. 


The Present Status of Tracheotomy in Bulbar 
Poliomyelitis. Ropert E. Priest, LAWRENCE R. 
Borges, F. Gottz, L. IAN YOUNGER, and 
Rosert L. Kotter. Ann. Otol. Rhinol., 1951, 60: 
468. 


The authors present a review of the somewhat 
controversial literature concerning the indication for 
tracheotomy in bulbar poliomyelitis, and of their 
recent paper dealing with 75 tracheotomies and their 
subsequent experience. The purpose is to more fully 
assess the value of the procedure. The authors used 
tracheotomy in bulbar poliomyelitis with involve- 
ment of the ninth and tenth cranial nerves in those 
having secretional obstruction of the pulmonary air- 
ways. Stimson is quoted as favoring the procedure 
specifically when the vocal cords are relaxed together 
or there is much mucus in the trachea. The authors 
state that atelectasis may occur in this disease be- 
cause of the accumulated intrabronchial secretions 
and the consequent bronchial obstruction. 

Hoyne’s experience has required only continuous 
suction to prevent nose and throat secretions from 
passing downward. Wesselhoeft feels that postural 
drainage and gentle, skillful suction are the pro- 
cedures indicated for the obstructing secretions. 
However, the authors had previously considered un- 
successful methods of aspiration by various devices 
in these cases and realized that in the severe cases 
effective postural drainage requires a relatively high 


angle and that patients with poliomyelitis become 
fatigued very rapidly in this position. 

Those who advocate tracheotomy do so ‘only in 
selected cases, such as one in which an endolaryngeal 
aspirating tube becomes blocked with thick mucus, 
in which the patient under conservative measures be- 
comes restless and cyanotic, as pointed out by Mc- 
Lorinan, or, as Piszczek indicates, in a case in which 
the salivary and bronchial secretions are a continuous 
problem. Galloway points out that tracheotomy is 
necessary when, in spite of postural drainage, aspira- 
tion, and oxygen, (1) the cyanosis increases, (2) the 
associated signs of anoxia (restlessness, disorienta- 
tion, and mental depression) increase, (3) the 
intrabronchial fluid increases, (4) the extent of 
bulbar involvement progresses rapidly, (5) there is 
bilateral paralysis or spasm of the vocal cords, and 
(6) when the attending team has had little experience 
with the problem. 

Wilson stresses the indication for tracheotomy as 
failure of postural drainage and aspiration, and that 
danger of infection from tracheotomy is now les- 
sened because of the improved antibacterial agents. 
Also, the fatigue and exhaustion from breathing with 
pharyngeal paralysis are an indication. However, it 
is realized that only a fraction of the bulbar patients 
will require tracheotomy, that constant observation 
during the first hours of contact with these patients 
is necessary for early evaluation, and that calming 
the patient is most important to permit aspiration by 
the oral route. For this reason tracheotomy is best 
carried out under general anesthesia, with avertin, in 
order to avoid the intense excitement. 

Grulee and Panos point out that involvement of 
the vagus nerve (with or without dysphagia) signals 
for very close observation and that the presence or 
imminence of anoxia indicates the basis for tracheo- 
tomy, the symptoms being irregular, shallow, and 
periodically apneic respirations; exhaustion; agita- 
tion, restlessness or apprehension; progression of 
bulbar involvement with increasing dysphagia; and 
the presence of suffusion, cyanosis, and retraction of 
the chest wall. Of 20 patients in whom tracheotomy 
was so indicated (all with dysphagia), 10 died, but 
the authors undoubtedly believed that some of the 
patients were benefited and that their lives were 
saved. They also point out that one should not wait 
for choking attacks and cyanosis to prove the 
necessity for tracheotomy. 

Strobel and Canfield, reporting 5 deaths in 10 
tracheotomies, thought that 4 of their patients might 
have lived if the procedure had been performed 
earlier. Miller and Buck concluded from 181 tracheo- 
tomies that tracheotomy plus oxygen or air under 
pressure saved at least half of the patients. Mitchell 
and Hill reported 4 deaths among 10 patients sub- 
jected to tracheotomy. 

Sjoberg advanced the concept that paralysis of the 
anterior neck muscles may also cause airway obstruc- 
tion when the normal muscles which pull the larynx 
upward and back are unapposed and thus close the 
airway to the trachea. 


116 INTERNATIONAL ABSTRACTS OF SURGERY 


At the University of Minnesota, 56 of 169 patients 
with bulbar poliomyelitis were subjected to tracheoto- 
my with 28 deaths, while 53 of the entire group of 
169 died. No statistical significance was observed 
but each case was judged by itself. 

Davw Movirz, M.D. 


Treatment of Carcinoma of the Larynx. FREDERICK 
A. Fict. Surg. Clin. N. America., 1951, 31: 1157. 


Carcinoma of the larynx is being eradicated com- 
pletely in an increasing percentage of cases. The 
outcome of treatment in laryngeal cancer depends 
largely on the extent and activity of the lesions and 
on the experience of the surgeon. The earlier the 
condition is recognized and accordingly the more 
limited the involvement, the better the outlook. 
This is especially true in cases of highly malignant 
neoplasm. Likewise the more inactive the tumor, 
the better the chance of its complete removal. A low- 
grade malignant process, even though extensive 
locally and involving also the regional lymph nodes, 
often can still be successfully removed surgically. 
This is not likely to be true in the case of a rapidly 
progressing lesion, and palliative irradiation fre- 
quently is indicated. In this connection it should be 
emphasized that the histopathologic picture cannot 
be relied on entirely in estimating the rapidity of 
growth. The presence in the lesion of an acute in- 
flammatory process often will cause it to progress 
more actively and to metastasize more promptly. 
Such inflammation may result from inadequate 
therapy or from excessive trauma during biopsy or 
it may be associated with infection of the respira- 
tory tract. 

The importance of the experience of the surgeon in 
dealing with malignant tumors of the larynx can 
scarcely be overemphasized, both as regards eradica- 
tion of the lesion and preservation of laryngeal func- 
tion. Unless the neoplasm is well limited, careful 
evaluation of the situation is required in order to 
determine the most advantageous method of re- 
moval. Frequently, the most extensive surgical pro- 
cedures feasible are required in order to remove car- 
cinoma of the larynx completely, but in evaluating 
the situation the patient’s welfare must constantly 
be borne in mind and laryngectomy should never be 
performed when a more conservative type of opera- 
tion will suffice. When sacrifice of the larynx is 
necessary, it seems only rational to avoid any possi- 
bility of too limited excision, and to carry out as 
wide a removal as is consistent with the pathologic 
condition and with satisfactory repair rather than to 
temporize with less radical procedures solely because 
they generally are followed by more prompt healing. 
In cases of advanced malignant lesions the prognosis 
following surgical removal must always be weighed 
against that following irradiation, the patient’s wel- 
fare being the prime consideration. 

An open operation is the generally accepted pro- 
cedure for removal of carcinoma of the larynx and 
is absolutely necessary in the majority of instances. 
However, in selected cases less radical external sur- 
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gical procedures or even endoscopic measures will 
permit removal of the neoplasm without sacrifice of 
function, and afford an equally good prognosis. The 
generalizations encountered in the literature, which 
state that carcinoma involving the anterior com- 
missure, the false cord, or ventricle, should not be 
removed through a laryngofissure but necessitate 
laryngectomy, are not substantiated by facts. It is 
often feasible to remove completely such lesions from 
these situations by means of a thyrotomy as is amply 
proved by the fact that this operation, performed 
by experienced surgeons, yields more than 80 per 
cent of 5-year cures. 

Only the broadest generalizations pertaining to 
methods of removal can be based on any classifica- 
tion of laryngeal neoplasms founded on their situa- 
tion, for the procedure indicated in a given case is 
dependent on a number of additional factors. The 
extent of the lesion is of utmost importance; at 
operation this may be found to be much greater than 
was obvious on clinical examination. Perforation 
of the thyroid cartilage or of the cricothyroid mem- 
brane may be present, and although such extension 
is usually obvious grossly, the inflammatory infiltra- 
tion accompanying it may render it unrecognizable 
without histologic examination. In this connection, 
fresh frozen sections for microscopic study are of the 
greatest value. On the other hand, the lesion may be 
more limited in extent than was apparent on clinical 
study so that more conservative removal than was 
anticipated is possible. The activity of the tumor 
must always be given serious consideration because 
of the marked discrepancy between the gross and 
microscopic limits of the disease in lesions of a high 
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grade of malignancy. Previous treatment and acute 
inflammatory reaction in the lesion are also of im- 
portance, for both render wider removal of the 
lesion imperative. The age and general condition of 
the patient, too, are factors to be reckoned with; 
obviously, radical surgical procedures should not be 
undertaken if the patient’s life expectancy is not 
sufficient to justify them. 

The necessity of biopsy in these cases cannot be 
overemphasized. Radical measures for removal of 
a neoplasm of the larynx should never be carried 
out without microscopic proof of the malignant 
nature of the growth. The possibility that removal 
of a specimen for biopsy when properly carried out 
produces any deleterious effect seems quite remote. 
Performance of the procedure in more than 1,000 
cases of carcinoma of the larynx at the Mayo Clinic 
has failed to reveal any evidence of this. 

Therapeutic measures of value in laryngeal malig- 
nancy are thyrotomy, laryngectomy, hemilaryngec- 
tomy, pharyngotomy, endoscopy and irradiation. 
Exploration through a thyrotomy often is necessary 
to determine the extent of the malignant process, 
and accordingly the best means of removal. Al- 
though an open operation is required for the removal 
of the majority of malignant tumors of the larynx, 
many of those situated in the supraglottic region can 
be adequately removed by suspension laryngo- 
scopy and electrocoagulation. By means of hemi- 
laryngectomy with immediate skin grafting it is 
possible to remove moderately advanced carci- 
nomas of the larynx without disturbance of function. 
Heretofore total laryngectomy has been the routine 
procedure for the removal of such lesions. 
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' BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


The Cerebral Circulation in Experimental Trau- 
matic Shock (La circolazione cerebrale nello shock 
traumatico sperimentale). A. Rurro and P. Gor- 
FRINI. Chirurgia, 1951, 5: 341. 

A section of the skull was removed over the parie- 
to-occipital region of the brain in 14 dogs, and the 
bone section was replaced by a plastic material (alka- 
thene of the Imperial Ch. Ind.). Eight to 10 days 
later the experiments on shock were initiated. This 
consisted in producing shock in these animals, either 
by trauma or, in a few instances, by intravenous in- 
jections of histamine, and the effects on the pial 
blood vessels were photographed through the plastic 
window in the skull. 

The trauma consisted in stretching and avulsion 
of the sciatic and femoral nerves and in opening of 
the abdomen and traction on the intestinal loops. No 
anesthetic was given these animals, since the work of 
other investigators has shown that any lowering of 
the pain consciousness seems to interfere with the 
development of traumatic shock; however, the 
authors thought it best not to interfere in any way 
with a possible interruption of the pain-carrying 
functions of the nerve paths and centers from the 
periphery to the brain itself. 

A series of photographs appended to the original 
text show the pial circulation on the surface of the 
brain, first in the normal condition of tonus, and 
then after the application of the traumatic experi- 
ence in the production of the shock. In these simple 
black and white photographs, it is well to remember 
that the veins are shown darker than the arteries. A 
small accompanying inset with each photograph 
shows the concomitant behavior of the blood pres- 
sure. These photographs actually show in a clear 
manner the increase in size of the arterial, arteriolar, 
and venous blood vessels, and the appearance of new 
vessels which were not previously observable, with 
the onset of the state of shock. Photograph III in 
each case showed a later period of the state of shock, 
with accentuation of the pial reaction as compared 
with that in photograph II. Photograph IV was ap- 
pended merely to show that in these severe instances 
of shock the pial congestive state does not improve 
and apparently represents an irreversible condition. 
In none of the dogs with shock induced by trauma 
did the shock condition show any tendency to im- 
prove before the death of the animal. In the experi- 
ments with histamine injection, the shock picture 
was much the same; however, the animal showed a 
tendency to recovery with return to normal of the 
blood pressure, and (presumably) also of the pial 
blood vascular dilatation, eventually. 

The authors acknowledge the claims of Fog (Arch. 
Neur. Psychiat., 1937, 37: 351) that the dilatation of 
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the pial vessels is simply a hemodynamic function 
and may be obtained without the production of 
shock by simply lowering the blood pressure (bleed- 
ing). Fog thinks that this dilatation of the intra- 
cranial blood vessels is independent of nervous im- 
pulses and has shown, for example, that it may be 
obtained after cutting the pathways from the caro- 
tid sinus. However, the authors call attention to the 
fact that he has severed some of the afferent pain 
pathways, but probably not all of them. 
Joun W. BRENNAN, M.D. 


Regional Swelling of the Brain in Subdural Hema- 
toma. JEFFERSON BROWDER and A. M. RABINER. 
Ann. Surg., 1951, 134: 369. 

This communication is concerned with the problem 
of swelling of the brain as observed in subdural col- 
lections resulting from contact trauma to the head. 


_A review is made of the sequence of clinical events on 


600 patients with verified subdural collections ob- 
served on the wards of Kings County Hospital. The 
patients were divided into three groups, based upon 
the severity of the cerebral insult, the length of the 
lucid interval, and whether there were any other 
gross lesions of the brain associated with the sub- 
dural collection. In general, all syndromes asso- 
ciated with the subdural collections had certain 
clinical features in common, and two of these have 
outstanding significance: (1) the lucid interval in 
spite of an intracranial mass of sizeable proportions, 
and (2) termination of the lucid interval, a rapid 
development of symptoms, and signs indicative of 
intracerebral dysfunction. 

It has been generally accepted that a subdural 
hematoma enlarges by the splitting up of protein 
molecules of blood in the subdural space, producing 
a fluid of high osmotic pressure, tending to attract 
fluid through the semipermeable membrane devel- 
oped about the clot. This causes a compression of 
the cerebral surface and produces symptoms. Upon 
removal of the hematoma under local anesthesia the 
preoperatively drowsy patient may regain conscious- 
ness readily. In many of these the drowsiness or 
stupor again occurs in 24 to 48 hours even though a 
residual or reaccumulation of the subdural collection 
is not present. In the majority of instances, imme- 
diately after removal there is little or no change in 
the state of consciousness, but gradually the sen- 
sorium clears at the end of the third or fourth post- 
operative day. 

There is a fluctuation in signs and symptoms in 
some subdural collections and this resembles the 
systemic dehydration with hypertonic solutions. It 
would be reasonable to assume that the swelling 
within the brain itself would respond more readily 
to systemic dehydration than would a subdural fluid 
of high osmotic tension encased in a membrane. In 
most cases of subdural collections the electroen- 
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cephalographic abnormality is the same immediately 
after the removal of a subdural collection as that 
recorded before operation, and this type of record 
may persist for several weeks even in the absence 
of abnormal clinical features. Gradually a normal 
record makes its appearance, suggesting recovery. 

Based on these observations, plus the regional 
edema observed at autopsy, the authors believe that 
the findings may all be explained on the basis of a 
regional swelling of the brain which immediately 
underlies the subdural collection. It is maximum 
beneath the collection itself and is therefore likely to 
be secondary to it. The precise mechanism of the 
production of this regional swelling is not clear, but 
its size apparently excludes venous drainage impair- 
ment as the basic cause. The accumulated evidence 
indicates that this regional edema under the subdural 
collection is the lesion which, in the majority of 
instances, produces symptoms and signs previously 
attributed to compression of the brain. 

RIcHARD C. SCHNEIDER, M.D. 


Pathology, Diagnosis, and Treatment of Subdural 
Empyema. M. P. DE Groop. Arch. chir. Neerl., 
IQ51, 3:128. 


The term, subdural abscess, has gradually been 
replaced by subdural empyema; this more accurately 
reflects the pathologic process—the spread of pyo- 
genic inflammation in an existing space, occasionally 
encapsulated after some time. Seven cases seen at 
the Amsterdam Neurosurgical Clinic curing the past 
8 years are presented. 

Four pathogenic factors are distinguished in sub- 
dural empyema: (1) traumatic, occurring (1) after 
open craniocerebral injury, provided there is also a 
dural lesion, and (b) after closed cranial injuries re- 
sulting in an open communication between the 
paranasal sinuses and the subdural spaces; (2) origi- 
nating in inflammation of the.paranasal sinuses and 
mastoid, which is the most frequent cause and is by 
direct extension or via purulent thrombophlebitis; 
(3) metastatic—hematogenous metastasis is most 
likely; (4) by conduction from an affection of cranial 
bone, such as osteomyelitis or carcinoma. 

The pathogenesis of the lesion depends primarily 
upon the patient’s resistance and the virulence of 
the bacterial agent; however, cerebral edema may 
play an important part in the course of the empyema. 
If it develops at an early stage (in which case throm- 
bophlebitis of the cortical vessels may be a factor of 
importance), the risk of there being several encap- 
sulated abscesses present is increased. In the cases 
presented here the organisms cultured were pneu- 
mococci, meningococci, staphylococci, streptococci, 
and streptothrix. 

The incubation period of empyema, i.e., from the 
time of the primary focus to development of empyema 
is generally considered to be about 3 weeks. The 
initial symptoms in the majority of cases were re- 
lated to focal epilepsy. In other cases there was 
hemiplegia associated with signs of increased intra- 
cranial pressure, drowsiness, paresis of the sixth 
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nerve, and choked disc. In still others there was 
somnolence with various localizing signs and evi- 
dences of meningeal irritation. In some instances 
there was mild hyperpyrexia. The sedimentation 
rate was increased and mild leucocytosis was ob- 
served in most cases. The cerebrospinal fluid showed 
a moderate increase in cells, normal to moderately 
increased protein, and a normal glucose content. 

In a differential diagnosis one must consider men- 
ingitis, cerebral abscess, cerebral tumor, and sub- 
dural hematoma, but in some cases a diagnosis of 
subdural empyema is impossible. 

The treatment of this condition consists of drain- 
age of the abscess cavity and instillation of suitable 
chemotherapeutic agents. The high mortality rate in 
subdural empyema is due to insufficient drainage. 
Multiple trephination and drains may be used but the 
risk of encapsulation is great. Glass introduced the 
best method of therapy in 1947: the removal of a 
huge bone flap, incision of the dura, and after the 
wound is closed around a few strategically placed 
drains, penicillin is instilled. Le Beau used this 
method on 17 patients, only 5 of whom succumbed. 
The author employed the latter method in 4 cases, 
but multiple incisions were made in the dura and the 
entire region was explored so that pus could escape. 
In each instance the bone flap was sacrificed. Three 
of these patients survived, but in the fourth case 
there was an actinomycotic empyema, and multiple 
abscesses in the cerebrum and lungs. Two other pa- 
tients died, but the cause of death was not discussed. 

Complications occurred postoperatively in 2 pa- 
tients. In one of these, focal epilepsy persisted after 
operation, and the second patient developed severe 
hypotension a few weeks postoperatively. Recovery 
occurred in both cases after prolonged treatment. 

RicHarp C. ScHNEIDER, M.D. 


Nil nocere! Interference with the Central Nervous 
System (Nil nocere! Eingriffe am Zentralnerven- 
system). W. ToEeNnis. Muench. med. Wschr., 1951, 
93: 1693. 


The present day operative diagnostic methods, 
particularly ventriculography, are so reliable in the 
localization of circumscribed disease processes that 
erroneous diagnosis should rarely occur. Neverthe- 
less, the filling of the ventricles with air means an 
increase in the intracranial pressure, and this in 
turn implies danger for the patient and is particu- 
larly regrettable in nonoperable cases. Ventriculog- 
raphy must also be used with great caution in the 
cases of hydrocephalus following stenosis of the 
aqueduct, because hypotension in the ventricles may 
result from atrophy of the plexus chorioideus. The 
only diagnostic procedure for this region which is 
without danger is electroencephalography (EEG). 

Angiography has been known to do harm; how- 
ever, such instances should be rare, and this method 
has advantages over most others in that it gives 
not only the localization of the tumor but also its 
nature. Of course, for this method, the side on 
which the lesion is located should be known, either 
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from the clinical findings or from the EEG. In 
these cases cerebral puncture is usually of little or 
no help. 

The body metabolism is of great importance in 
cerebral surgery. Toleration tests for carbohydrates 
and the state of hydration of the body should re- 
ceive especial attention. Cerebral edema will at 
times crop up as a result of disturbance of the water 
balance and may be controlled by infusions of 
ACTH. This indicates, of course, that the supra- 
renal cortex is functionally intact if the patient 
responds. 

The control of hemorrhage is still of importance. 
A subdural hemorrhage is a perfect medium for 
bacterial culture and a subdural empyema is serious 
indeed. When meningitis shows up in a patient with 
an apparently closed skull injury, one should never 
cease looking for the frontobasal liquor fistula. 
Many of these patients make swallowing move- 
ments during the unconscious period and it is pos- 
sible that this sign may point to a leakage of liquor. 

When in an instance of intracranial tumor the 
hypertension would seem to be insufficiently re- 
lieved by the external decompressive measures, in- 
ternal (excision of part of the tumor) methods 
should be considered. Here, however, one should 
not forget the pressure on the midbrain produced 
by the gyrus hippocampi, which has become in- 
carcerated in the opening in the tentorium. 

Whether it would be safe to ligate an artery or 
vein supplying the brain is always a moot question. 
The ligation of the common carotid artery would 
appear to be less dangerous than that of the internal 
carotid. In the latter vessel arteriography is de- 
sirable to elucidate the conditions governing the 
blood flow in this region. If the aneurysm is located 
in the region of the intracranial portion of the 
carotid, or involves the circulus willisii, a bilateral 
arteriography will be required. ‘ 

Venous or sinus ligations must also receive con- 
sideration. Here again the arteriogram must in 
most instances determine whether or not there is 
sufficient development of the collateral circulation 
to permit of ligation. The author finds that the 
superior longitudinal sinus can be ligated without 
disturbance of any kind and at any point before it 
receives the vena rolandi. Interruption of the latter 
vessel is possible only after a long period of adapta- 
tion of the collateral blood circulatory capacities. 
In this adaptation (in parasaggital meningioma) the 
dilatation of the impressions of the sphenoparietal 
sinuses can often be recognized on the exploratory 
roentgenogram. One sinus tranversus may be lig- 
ated when the other is present. Interruption of the 
vena magna galeni is only possible after a long 
period of compression. These same considerations 
apply to the interruption of the veins of the sylvian 
fissure and of the vena anastomotica of Labbé in 
the right-handed individual. 

When considering the surgery of the spinal cord 
we at once encounter an enthusiasm for myelography 
and, more recently, peridurography. The objection 


to the latter is the vagueness of the images procured 
by this method, and the objection to the former is 
the fact that in the cervical portion and the caudal 
region of the cords the lesion tends to be so well 
characterized clinically that following the Queck- 
enstedt test and the study of the spinal fluid, it may 
be subjected to exploratory exposure without fur- 
ther ado. Then there is the possibility of injury 
resulting from the iodine preparations employed as 
contrast material. Even in the usual instance of 
hernia of the disc the neurologic diagnosis is so un- 
equivocal that no further diagnostic measures are 
necessary. 

In these herniated disc cases the author claims a 
difference in the character of the pain which may 
be diagnostic in a refined sense. When the pain is 
most severe with the spine in exaggerated lordosis 
the lesion is reversible, that is, there is a free com- 
munication between the herniation and the interior 
of the intervertebral space. Here the prolapse may 
not be evident at operation. On the other hand, 
when the pain is produced or increased by an exagger- 
ated kyphosis posture of the spine, there is present 
an encarcerated prolapse. In the instances of pain 
with kyphosis and in which no prolapse is visible 
at operation, it becomes evident that the diagnosis 
of the level at which the prolapse is located is 
erroneous. Joun W. BRENNAN, M.D. 


SPINAL CORD AND ITS COVERINGS 


Lower Cervical Vertebrae and Intervertebral Discs. 
Surgical Anatomy and Pathology. Racnar 
FryKHoLM. Acta chir. scand., 1951, 101: 345. 


The surgical anatomy and topography of the lower 
cervical vertebrae and intervertebral discs are de- 
scribed. 

The epiphyseal rings of the cervical vertebrae al- 
ways completely cover the uncinate processes and 
also the corresponding facets on the superimposed 
vertebrae. All structures between two epiphyseal 
rings belong to the annulus. The occurrence of a 
small fissure in the lateral (uncinate) part of the disc 
is explained by the fact that gliding movements be- 
tween the vertebral bodies at this point are more 
extensive than in the main part of the disc. The 
protrusions emerging from the uncinate part of the 
disc have the same gross appearance as those emerg- 
ing from the main part of the disc. 

On the basis of data compiled from the work of 
other investigators, the development of cervical disc 
protrusions is outlined under (1) nuclear herniations, 
(2) annular protrusions, (3) spondylosis, which may 
be subdivided into (a) ventral spurs and (b) marginal 
lipping. 

The author suggests a new classification for local- 
ized disc protrusions compiled upon the findings of 
cadaver dissection: 

1. Dorsal protrusions—entirely intraspinal, emerg- 
ing from the main part of the disc. These may be 
divided into three groups: (a) dorsomedial—capable 
of bilateral cord compression; (b) paramedian— 
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capable of producing unilateral cord compression; 
(c) dorsolateral—capable of compressing the intra- 
meningeal nerve roots against the vertebral laminae. 

2. Intraforaminal protrusions—emerging from the 
uncinate part of the disc and compressing the radicu- 
lar nerves against the articular processes. 

3. Lateral protrusions—emerging from the uncinate 
part of the disc and capable of compressing the ver- 
tebral artery and the nerve. 

4. Ventral protrusions—emerging ventrally from 
the main part of the disc. 

Since many protrusions are not strictly localized 
several of the above types are usually combined, and 
in some cases a protrusion may involve the whole 
circumference of the disc. 

From a practical standpoint, dorsolateral and in- 
traforaminal protrusions are the most important. In 
the case of the former, decompression can be obtain- 
ed by means of a simple laminectomy. In the latter, 
a similar decompression can only be obtained by 
means of hemifacetectomy, the removal of the 
medial halves o: the articular facets. Thus it is not 
usually necessary 9% remove a firm or hard intra- 
foraminal protrusi 

Roentgenological uarrowing of a disc interspace, 
combined with sclerosis of adjacent vertebral mar- 
gins, is always consistent with a disc protrusion. 
Large protrusions have, however, been observed at 
interspaces which were roentgenologically normal. 

Ricuarp C. SCHNEDER, M.D. 


Demonstration of the Peridural Space by Contrast 
Media Using Per-Abrodil for the Diagnosis of 
Herniated Discs (Peridurography) [Kontrastdar- 
stellung des Periduralraumes mit Per-Abrodil zum 
Nachweis des hinteren Bandscheibenvorfalles (Peri- 
durographie)]. TH. Tiwistna. Chirurg, 1951, 22: 
247. 

The signs and symptoms of herniated nucleus pul- 
posus are discussed, and the roentgen diagnosis is re- 
viewed with special reference to studies of various 
contrast media, viz., air myelogram, pantopaque 
myelography, and disc puncture. The advantages 
and disadvantages of each method are described 
briefly; however, peridurography (the injection of an 
oily radiopaque substance, per-abrodil, into the peri- 
dural space) is described in detail. 

In early attempts to use this material the results 
were unsatisfactory because of lack of cohesion of 
the substance, its quick absorption, and the occur- 
rence of severe root pains in the legs and buttocks 
which lasted for several hours after injection. A new 
improved solution, per-abrodil M, 35 per cent solu- 
tion, is now being used, and this fulfills the criteria 
for a successful medium: pain-free on injection, good 
cohesion, slow absorption, and excellent contrast de- 
tail. From 10 to 20 c.c. of this preparation are in- 
jected peridurally, using the same technique as that 
employed with peridural anesthesia. The best films 
are procured by a slow injection of the contrast ma- 
terial into the peridural space at the level of the 
fourth and fifth lumbar interspace. The entire lum- 
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bar canal and interspaces are then demonstrated on 
the film. If one injects the solution into the sacral 
hiatus or peridurally between the fifth lumbar and 
the first sacral laminae, then a part of the solution 
flows away rapidly through the sacral foramina and 
the results are unsatisfactory. 

The diffusion of the 35 per cent solution of per- 
abrodil M is independent of the position of the 
patient during injection. However, it appears im- 
portant that the lateral x-rays of the lumbosacral 
spine be centered over the fifth lumbar vertebra, and 
that exposures are made in both flexion and hyper- 
extension. The authors have found a few cases with 
a normal peridurogram, when taken in flexion, but 
on repeating the films in hyperextension a herniated 
disc was clearly demonstrated. 

If the lateral view is taken too early any defect 
may be obscured by contrast medium completely 
covering the peridural space, but if the dye is per- 
mitted to run upward, leaving only a fine film, or if 
one waits 15 or 30 minutes until there is some ab- 
sorption, then a shell of per-abrodil M is often seen 
at the extruded disc level. If there is a wide median 
herniation, then the contrast shadow is elevated in 
the form of a half moon. The most posterior strip of 
contrast medium plays no role in the diagnosis of a 
herniated disc. The demonstration of a lesion by 
peridurography is best at the fourth lumbar inter- 
space, but the x-rays must be technically perfect to 
exhibit one at the fifth lumbar interspace by this 
method, because of the density of overlying bony 
structures. Several figures are presented to show 
various types of peridurograms. 

If the patient has a sudden increase in his sciatica 
during peridural injection, the authors believe that 
this accentuation of pain is an important finding in 
diagnosing a ruptured disc. 

The ability to perform peridurography depends on 
the technical ability to control peridural anesthesia, 
namely, the safe puncture of the peridural space, for 
intradural injection of this contrast medium must be 
carefully avoided. At operation no deleterious effects 
have been observed upon the dura, peridural tissues, 
or the nerve roots from the injection of per-abrodil 
solution. 

The authors recommend this method for the dif- 
ferential diagnosis in difficult cases, but have not 
stated the degree of accuracy nor in how many cases 
the procedure has been used. 

RicHarp C. ScHNEDER, M.D. 


Management of Residuals of Injuries to Spinal 
Cord and Cauda Equina. Lewis J. Po.ttock, 
BENJAMIN BosHEs, IstpoRE FINKELMAN, HERMAN 
Cuor, and Others. J. Am. M. Ass., 1951, 146: 1551. 


Conclusions based on the management of 767 
patients with spinal cord and cauda equina injuries 
are presented in this article. 

The diffuse pain which occurs below the site of a 
nerve lesion is described (by 80 per cent of the pa- 
tients with this symptom) as a “burning” pain or 
paresthesia. When the distal end of the proximal 
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segment of the injured cord is anesthetized by spinal 
anesthesia, this pain disappears. This location was 
regarded as the site of origin of the pain, and it was 
the authors’ belief that any posterior rhizotomy or 
sympathectomy for relief would be futile. Sixteen 
patients had a total of 23 chordotomies. Of these, 2 
patients had complete permanent relief, 5 had com- 
plete failure, and the remainder had transient relief. 
Chordotomy should be resorted to only after long 
postponement, for with the passage of time there 
may be the gradual development of a high threshold 
for pain. 

Spasms interfere with healing of bed sores, geni- 
tourinary care, and rehabilitation, and no medication 
of real value in their treatment has been found. The 
higher the lesion is in the cord, the greater the in- 
cidence of spasm. In 71 per cent of all the cases the 
spasms rose to a peak and then gradually diminished 
in severity. Only 18 anterior rhizotomies were per- 
formed and most of these were done prior to the 
time the patients entered Hines Hospital. Unless 
the lesion was proved to be anatomically complete, 
rhizotomy was done only on rare occasions. Diminu- 
tion in severity of reflex movements was accomplish- 
ed by adequate care of bladder and bowel dysfunc- 
tion and the healing of bedsores. 

Decubitus ulcers may be regarded as occurring 
partially on a neurogenic and partially on a trau- 
matic basis. They were present in go per cent of the 
patients with complete physiologic interruption of 
the spinal cord and in 76 per cent of the patients 
with incomplete or recovering lesions. Later, it was 
observed that if pain and temperature sensation had 
recovered early after injury, decubiti were found in 
only 22 per cent of the patients. Twenty-three per 
cent of the ulcers which were treated conservatively 
healed; in general, chlorophyll ointment was the 
most effective local agent which could be used. Those 
ulcers not healing under conservative treatment were 
operated upon with radical excision of the ulcer and 


underlying bone, and closure was accomplished by 
large rotation flaps and skin grafting. Ninety-six 
- cent of the ulcers operated upon healed success- 
ully. 

Development of an automatic bladder, bladder 
training, and the regulation of water intake were all 
important in the management of spinal cord injuries. 
Automatic bladder function developed more fre- 
quently in incomplete lesions than in complete ones. 
Originally, 85 per cent of the patients were on tidal 
drainage, but this gradually decreased in subsequent 
years to 10 per cent. In 1948, about 96 per cent of 
the patients required some external device to control 
incontinence, while of those under treatment at the 
present time, 40 per cent do not need any external 
appliance. This has been attributed to earlier blad- 
der treatment. In spite of considerable recovery in 
motion and sensation in these patients, return to 
normal bladder function was rare. 

Approximately 85 per cent of the patients can 
achieve reflex evacuation of the bowel. This was 
accomplished by the patient’s finger (wearing a 
rubber finger cot) being inserted to stretch the anus, 
causing a stimulus and developing a reflex evacua- 
tion. In some instances it has been possible to con- 
vert from the use of enemas to automatic defecation 
within a few days, this being accomplished soon 
after the period of spinal shock. 

Among a group of 378 patients, there was some 
degree of recovery of sensory function in 21 per cent, 
and of motor function in 20 per cent. The earlier the 
return of function, the better the prognosis, but 
marked recovery resulted even if the first return was 
as late as I year. 

The program for physical medicine and rehabili- 
tation was regarded as one of the most important 
parts in the management of residuals of injuries to 
the cord and cauda equina, and the topic has been 
thoroughly reviewed in this article. 

RicHarp C ScHNEDER, M.D. 


s 

t 

t 

I 

I 
I 

I 

t 
E 

t 

t 

b 

n 

Pp 

Cc 

Cc 

P 

Si 
n 

p 

t 

le 

I 

li 

u 

c 

0 

Vv 

ti 

n 

Cc 

le 

W 
0 

n 

lc 

d 
ti 

p 


SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


The Clinical Significance of Nipple Discharge. Ep- 
wARD F. LEwison and RoBEerT G. CHAMBERS. J. 
Am. M. Ass., 1951, 147: 295. 


The significance of nipple discharge lies in the in- 
significance with which it is regarded. Cancer de- 
tection requires an accurate appraisal and interpre- 
tation of nipple discharge in diseases of the breast. 
This review constitutes a statistical survey of 114 
patients with nipple discharge who were operated 
on in the Johns Hopkins Hospital during the 1o-year 
period from 1940 to 1950. All patients were hos- 
pitalized, and the validity of the diagnoses was 
based upon the pathologic evidence obtained in the 
operating room by the scalpel rather than by the 
random probing of an aspirating trocar. 

During this 10-year period a total of 2,195 pa- 
tients were hospitalized at the Johns Hopkins Hos- 
pital, Baltimore, for a great variety of diseases of 
the breast. Among these patients there were 114 
with nipple discharge, an incidence of 5.2 per cent. 

The wide range of abnormal physiology and pa- 
thology of the breast gives scope for a great varia- 
bility in the classification of nipple discharge. The 
spectrum of secretion from the nipple can be of al- 
most any color and description. Except perhaps for 
papilloma there would appear to be only a haphazard 
relationship between the type of nipple discharge en- 
countered and the underlying breast pathology. All 
cases of papilloma with nipple discharge showed the 
presence of either a serosanguineous or a serous 
secretion. 

In the present series of cases benign breast lesions, 
namely, chronic cystic mastitis, fibroadenoma, and 
papilloma, were the source of about 80 per cent of 
the cases of nipple discharge, whereas malignant 
lesions were the source of 20 per cent of these cases. 
Inasmuch as no case is as early as it seems, ‘“‘we must 
grow more and more accustomed to suspecting ma- 
lignant disease on less and less clinical evidence.” 

The surgical records reveal a disconcerting lack of 
uniformity in the treatment of patients with dis- 
charge from the nipple. Even in the present series 
of 114 patients with nipple discharge there was a 
variable standard of surgical treatment. Most pa- 
tients who were considered to have chronic cystic 
mastitis on the basis of frozen section were treated 
conservatively by a simple local excision. When the 
lesion was widespread with diffuse nodularity or 
when there were marked hyperplastic changes with 
or without the presence of a distinct tumor, simple 
mastectomy was the treatment of choice. 

Most patients with fibroadenoma were treated by 
local excision. The treatment of papilloma was 
distinctive and individualized for each particular pa- 
tient. Whenever the histological changes were multi- 
ple and showed evidence of diffuse hyperplasia, sim- 


ple mastectomy was favored in preference to local 
surgery. 

Nipple discharge is a sign of abnormality within 
the breast. Despite the difficulties of differential 
diagnosis presented by this sign, it can be assumed 
that secretion from the nipple betrays an early and 
unsuspected ductal or duct-acinar disease. In 26 per 
cent of the patients there were no physical signs other 
than discharge from the nipple. Thus, no evidence 
of breast tumor could be detected in about one-fourth 
of the cases. In patients with discharge from the 
nipple the onus of responsibility rests heavily upon 
those who pursue the policy of watchful waiting. 

Epwarp F. Lewison, M.D. 


Therapy of Puerperal Mastitis (Zur Therapie der 
Mastitis puerperalis). Joser BREITNER. Muench. 
med. Wschr., 1951, 93: 1787. 


The author of the Obstetrical Department of the 
University of Munich, Germany, observed that the 
incidence of puerperal mastitis in Germany in- 
creased considerably during the postwar period, and 
that the course was much more severe than it had 
been previously. In this article he reports the expe- 
riences with different methods of therapy in a series 
of 229 cases. 

The results with sulfonamides were unsatisfactory 
(21 cases). Of all the patients, those in this group 
took the longest time to recover and had the highest 
incidence of abscess formation which led to incision. 

Sixteen patients were treated with penicillin 
alone, and 15 with penicillin plus x-rays. The peni- 
cillin was used parenterally and locally. The results 
were not encouraging. All patients treated with 
penicillin alone had to be incised, and the duration 
of the fever and hospitalization was not shorter than 
with other methods. Staphylococcus hemolyticus 
aureus was the causative organism in all of the 
cases, and the author believes that this bacillus was 
resistant to penicillin in a great proportion of them. 
However, apparently no sensitivity tests were made, 
and no data are given concerning the dosage of 
penicillin. 

X-ray treatment alone was used in 77 cases. A 
single irradiation of 100 to 120 roentgens was given. 
The results were at least as good as in the cases 
treated with penicillin, and the writer prefers this 
treatment to antibiotic therapy. 

Twenty-four patients were treated with a new 
drug by the proprietary name of ‘‘othromin,” a 
combination of rhodanate and hexamethylene tetra- 
mine. Although the number of patients treated with 
this compound is too small to be statistically signif- 
icant, the author believes that the results were more 
satisfactory than with any other method. 

Concerning the pathogenesis and the manner of 
transmission, the author found that the usual pro- 
cedure for sterilizing breast pumps is not safe. 
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Breast pumps which had been boiled for 10 minutes 
still contained viable staphylococci on the inside of 
the rubber bulb. The same was true of breast shields 
after they were boiled for 10 minutes. 

WERNER M. Sotmitz, M.D. 


Behavior of Mesenchyma in Chronic Mastopathy 
and Breast Cancer (Zum Verhalten des Mesen- 
chyms bei chronischer Mastopathie und Mamma- 
karzinom). M. RATtzENHOFER. Wien. med. Wschr., 
1951, 101: 681. 


The author’s hypothesis according to which mes- 
enchyma is of paramount importance in the genesis 
of malignant tumors finds its support in the fact 
that carcinoma usually develops in tissues which 
show pathologic changes. In the majority of cases 
they fall into one of the following groups: (1) benign 
proliferations and tumors of the surface or glandular 
epithelium, such as papillomas or adenomas, and 
(2) chronic productive inflammatory processes which 
show a tendency toward cicatrization. In both 
groups mesenchymal changes can be detected. The 
third group, characterized by hormonal disturb- 
ances, is represented by chronic mastopathies. 

The author studied histologically 30 benign mas- 
topathies and 60 breast cancers which developed 
from such benign lesions. He was able to find an 
accumulation of albumin in the mesenchyma. In 
addition to fibrosis and hyalinosis, also liquid albu- 
min was demonstrated in the interstitial spaces. All 
three varieties of albumin were detected with histo- 
chemical and spectrographic methods. The liquid 
albumin consists of coagulable, globular material 
which contains aromatic amino acids and SH (serum 
hepatitis) groups. 

Mastopathic fibrosis is identical with collagen. 


Mastopathic hyalinosis is formed by collagenous. 


basal structure and noncollagenous interstitium. 
Both collagen and hyalin derive from liquid albu- 
min. The appearance of the latter in mastopathies 
is attributable to increased permeability of the small 
blood vessels in the affected area. 

Mastopathies are considered by the author as 
precancerous lesions. Mesenchymal changes precede 
malignant degeneration and their extent exceeds 
that of benign epithelial changes. : 

Josern K. Narat, M.D. 


Studies of Balance Efforts of the Organism in Can- 
cer (Beobachtungen ueber Ausgleichsversuche des 
Organismus bei der Krebskrankheit). HERBERT 
Moser. Wien. med. Wschr., 1951, 101: 679. 


One is entitled to speak of a successful radical 
operation for cancer only when an equilibrium of the 
mesenchyma has been established. A lesion of the 
“connective tissue organ’”’ serves as evidence of dis- 
turbances of the nervous, circulatory, hormonal, 
humoral, and ion equilibrium. Various pathologic 
conditions may unbalance such equilibrium. Mesen- 
chymal lesions accompanying cancer find their ex- 
pression not only in faulty functions but also in 
increased permeability of the membranes, with re- 


sulting changes in the structure of proteins and 
stimulation of the defense mechanism of the body. 

The author studied mesenchymal reactions of the 
body surface in patients with cancer of the breast, 
and the excretion of 17-ketosteroids before and after 
the administration of male hormone or ACTH. 
Urine of cancer carriers was injected in guinea pigs, 
and the effect on the suprarenal cortex was investi- 
gated histochemically and histophysiologically. For 
the purpose of comparison, the effect of allergy and 
anaphylactic shock on the suprarenal cortex of mice 
and guinea pigs was also studied. 

In early stages of cancer of the breast an 
intensified venous efflux counterbalances the local 
vasodilatation and hypoxia within the tumor. Ex- 
cretion of 17-ketosteroids was found to be within 
normal limits, except in terminal stages when it was 
very small. A rise could be accomplished by the 
administration of testosterone or ACTH. Progres- 
sive transformation of the suprarenal cortex was 
produced in guinea pigs by injections of the urine 
of cancer carriers. The fact that, even in terminal 
stages of cancer, the urine contains considerable 
amounts of ACTH shows that the pituitary gland 
attempts to re-establish equilibrium to the very end. 

Signs of exhaustion of the suprarenal cortex fol- 
lowing anaphylactic shock resembled those in the 
terminal stages of cancer. Apparently a parallelism 
exists between cancer and allergic conditions. 

JosEepH K. Narat, M.D. 


Breast Cancer as a Model of Genesis of Carcinoma 
(Das Mammakarzinom ein Modell des Krebsges- 
chehens). A. MAHNERT. Wien. med. Wschr., 1951, 
677. 


Clinical function tests of the vascular connective 
tissue demonstrate functional disturbances of the 
mesenchyma in practically all types of carcinoma. 
Such changes can be shown by means of intradermal 
injections of sex hormones. 

Morphologic studies showed that blood vessels in 
the vicinity of carcinomatous nodes possess an ab- 
normal permeability for plasma proteins. The ex- 
travasated liquid proteins undergo a process of 
crystallization and become transformed into a more 
or less hyaline or fibrillary mass which creates the 
stroma of the malignant tumor. In cases in which 
cancer spreads and develops metastases, such dis- 
turbances of the mesenchyma may be found not 
only in the immediate vicinity of the primary tumor 
but also in Head’s zones. 

Changes in permeability, demonstrable clinically 
as well as histologically, point to a lesion of the 
“connective tissue organs” which forms the basis of 
carcinogenesis. However, certain types of cancer 
have no relation to changes in permeability of the 
stroma, for instance, carcinomas which originate 
from embryonal displaced germinal centers or those 
which develop in old individuals under the influence 
of cessation of functions of the reproductive glands. 

Cancer never develops in the lens and the vitreous 
body because these organs possess no mesenchyma. 
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Interference with normal permeability produces 
changes in the cellular metabolism and in the struc- 
ture of proteins, an important factor in the genesis 
of pathologic processes of the cells. Changes in 
quantitative relations of organic and inorganic ions 
represent another factor. 

Histochemical and spectrographic studies of nor- 
mal mammary tissues, precancerous lesions, and 
cancers of the breast showed that mesenchymal pro- 
teins in the two last mentioned conditions contain 
hyalin in addition to collagen. Hyalin consists of 
collagen and an interstitial substance. When the 
proteins of the interstitial substance assume a fibril- 
lary shape instead of the globular form, the process 
becomes irreversible and cancer develops. 

K. Narat, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Reaction to Tetracaine (Pontocaine) Used as Topi- 
cal Anesthetic in Bronchoscopy; Study of 1,000 
Cases. WILSON WEISEL and R. ANTHONY TELLA. 
J. Am. M.Ass., 1951, 147: 218. 


This study is based on the use of 2 per cent * 


topical tetracaine (pontocaine) hydrochloride anes- 
thesia in 1,000 bronchoscopies performed on 947 
patients. In an effort to avoid anesthetic reactions, 
demerol and luminal were administered prior to 
endoscopy and the pontocaine solution was pur- 
posely not sprayed in the pharynx. Instead, satu- 
rated cotton pledgets were placed in each pyriform 
sinus and 1 c.c. of the agent was instilled in the 
trachea in two doses, under visual guidance with 
use of a laryngeal mirror. Approximately 30 to 40 
mgm. were required for satisfactory anesthesia in 
most cases. 

One-hundred consecutive patients were studied 
for serial blood pressure, pulse, and respiratory rate 
determinations at 5 minute intervals before, during, 
and after anesthesia. The remainder of the group 
were studied preoperatively as described, and with 
the appearance of any untoward reaction the pa- 
tient was immediately restudied by a specially 
trained team while the patient was being observed 
or treated. 

Nineteen anesthetic reactions were encountered, 
12 being classified as minor and 7 as severe. The 
former presented no convulsions or severe respira- 
tory signs as did the latter; however, the charac- 
teristic pattern of the minor reaction consisted of 
weakness, syncope, hypotension and, usually, tachy- 
cardia. The supine position proved to be sufficient 
therapy in most instances, but if twitching of the 
face or hands was noted, or if the attack persisted 
longer than 3 minutes, 5 c.c. of pentothal were in- 
jected and oxygen was administered. Bronchoscopy 
was performed on every patient shortly after sub- 
sidence of the syncopal reaction and the establish- 
ment of a near-normal blood pressure, or while anes- 
thetized with pentothal. 

Of the 7 severe reactions, 6 were of the convul- 
sive type, and one was a pronounced bronchospasm 
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with status asthmaticus. All recovered. The con- 
vulsive reactions were all essentially the same and 
varied only in the rapidity of development and in- 
tensity. Each case is described briefly. 

The fact that the systemic effects of pontocaine 
were generally negligible makes the explanation of 
the toxic reactions very difficult, except on the basis 
of some idiosyncrasy existing at that time. At- 
tempts at explaining the mechanism involved is 
further confused by the realization that several pa- 
tients exhibiting reactions were reanesthetized sub- 
sequently without untoward effects. 

The authors contend that while reactions to sur- 
face anesthesia may be prevented and controlled by 
barbiturates, the use of this drug alone does not 
constitute a sufficient safety mechanism, and that 
facilities for oxygen administration and particu- 
larly for artificial respiration must be immediately 
available. They believe that a surgical set-up may 
also be essential for cardiac resuscitation although 
they recommend a conservative attitude regarding 
the performance of thoracotomy since cardiac ar- 
rest is encountered rarely, at worst. \ 

In summary, tetracaine hydrochloride is con- 
ceded to be an excellent agent for topical anesthe- 
sia, but a plea is made that its potential hazards be 
fully appreciated. This requires cautious use of the 
preparation in a hospital where adequate preopera- 
tive medication can be given and where the resusci- 
tative measures mentioned above are immediately 
available. Davp H. Lynn, M.D. 


Bronchography as an Aid in Planning Surgical 
Treatment of Pulmonary Tuberculosis; with a 
Preliminary Note on Pulmonary Angiography. 
JosrpH Gorpon, W. BERKELEY ZINN, Ray Brook, 
and C. Pratt. J. Thorac. Surg., 1951, 22: 109. 


X-ray films of iodized oil injections of the bron- 
chial tree and the pulmonary arteries of removed 
lung specimens were studied and correlated with the 
pathologic findings. Parenchymatous pulmonary 
changes due to tuberculosis showed consistent al- 
terations from the normal bronchogram and ar- 
teriogram. Collagen deposits underneath the epi- 
thelium, epithelioid and caseous tubercles with 
varying degrees of mucosal alteration, and peri- 
bronchial fibrosis were causative of the change of 
the normal pattern of arborization of the broncho- 
gram. Serration of the bronchi was demonstrable 
both in the specimen and on the x-ray film, while 
the peribronchial fibrosis was responsible for the 
restricted quantity and flow of iodized oil. With in- 
volvement of the lung alveoli either by caseation or 
cavity formation, the smaller bronchi and _ pul- 
monary vessels become obscured. In extensively 
damaged lungs the proximal bronchi become mark- 
edly dilated. In specimens with bronchiogenic 
spread the bronchial pattern is less abnormal, some 
bronchioles not filling and others filling out irregu- 
larly at the periphery. Small areas of parenchymal 
involvement show narrowing and poor filling of the 
smaller bronchi. In extensive disease the distal 
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segments of the bronchi do not fill and the larger 
bronchi show dilatation, serration, and crowding. 
The latter changes are believed to be irreversible. 
Correlation of the bronchogram with pulmonary 
function is not yet an established technique but 
bronchography together with bronchospirometry 
are of diagnostic value. Bronchograms of collapsed 
and uncollapsed lungs offer more surgical detail 
than the regular chest roentgenograms or plani- 
grams. The use of iodized oil is not harmful both 
in patients with positive or nonpositive sputa. It 
is suggested that patients should be bronchoscoped 
before bronchography to determine the condition 
of the bronchial tree and the arrangement of the 
major orifices. This will prove to be of value in 
positioning the patient for bronchography. The 
combination of bronchoscopy with the simultaneous 
instillation of iodized oil is not recommended. The 
watery type of contrast medium is not approved 
for bronchograms because the films fail to show 
detail. Bronchography is especially valuable in 
the localization of diseased tissue prior to resec- 
tion. Prethoracoplasty bronchograms should be 
made to determine the extensiveness of rib resec- 
tion. Bronchograms are indicated prior to intend- 
ed decortication of the collapsed lung of pneumo- 
thorax in consideration of its re-expansion. 
BENJAMIN G. P. Suarirorr, M.D. 


Lung Resection in Tuberculosis (La reseccién pul- 
monar en la tuberculosis). P.G. Duarte. J. internat. 
chir., Brux., 1951, II: 319. 

Before the advent of streptomycin, the idea of 
using pulmonary resections in pulmonary tuberculo- 
sis received an impetus from the perfecting of the 
technique of pulmonary resection for other condi- 
tions (tumor, bronchiectasis, cysts), from the success 
of resection in the curing of tuberculous processes 
in other organs than the lungs, and from the im- 
pelling need for a method, heroic if necessary, for 
those instances of pulmonary tuberculosis in which 
all other types of treatment have failed. 

Nevertheless, the hopes were not realized. The 
death blow to these hopes, in this prestreptomycin 
era, may be said to have been dealt by the report of 
Sweet (J. Thorac. Surg., Feb., 1950). The ultimate 
fate of the patients whose cases were previously re- 
ported by him for the period prior to 1946 was death 
in 44.4 per cent; 14.3 per cent were alive but had 
active lesions, and only 41.3 per cent remained ap- 
parently cured. 

Following the introduction of streptomycin a 
number of favorable reports appeared following the 
use of pulmonary resection for tuberculosis with the 
support of streptomycin therapy, or of streptomycin 
with P.A.S. These reports may be said to have 
culminated in the report of Chamberlain (J. Thorac. 
Surg. 1950, 20: 843; Surg. Gyn. Obst., Internat. 
Abstr., Surg., 1951, 92: 331). In this report on seg- 
mental resection of the lung, the author gives a 
mortality of 4 per cent in 75 operations. There were 
2 instances of spread, 6 of bronchopleural fistula, 
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and 5 of delayed flare-up. Chamberlain, further- 
more, points out that he had no complications in the 
last 41 of his operations. The logical deduction 
made by Chamberlain was that in similar types of 
lesions segmental resection gives better results 
than those produced by thoracoplasty. 

The argument in favor of the operation of pul- 
monary resection in many instances as against the 
operation of thoracoplasty resides in the fact that 
in 20 per cent of the cases of pulmonary tuberculosis, 
thoracoplasty fails to cure the condition. It would 
therefore seem illogical to subject a patient to a 
mutilating and time-consuming series of operative 
procedures, only to have to resort ultimately to 
resection. 

To the above argument, however, the author does 
not completely accede. He admits that thoraco- 
plasty is not indicated in those cases in which the 
surgeon can tell beforehand that the treatment 
will fail. However, he does not agree with the argu- 
ment that the surgeon does pretty well know before- 
hand which 20 per cent of the lesions will not be 


cured by the extended periods of collapse therapy 
* culminating in thoracoplasty, or that this 20 per cent 


comprises the large cavities of the pulmonary apex 
and approximately all of the cavities of the so-called 
apex of the middle lobe (parahilar cavities) and of 
the basal region of the lower lobes of the lung. 

To the above argument the author opposes 25 
years of experience, during which time he has 
amassed copious statistical material. This experi- 
ence proves just the opposite. The author finds, in 
fact, that, with the exception of the cavities with 
bronchial stenosis and those of bronchiectasis, the 
lesions of the upper and middle lobes respond well to 
thoracoplasty. Anyhow, he does not think that 
much is sacrificed by a preliminary thoracoplasty, 
since every extensive resection should be followed 
by a complementary thoracoplasty. 

In the author’s opinion, these same considerations 
apply, likewise to the lesions of the basal region 
of the lung, with the exception that the processes 
of this portion of the lung are more frequently un- 
responsive to thoracoplasty. This is attributed by 
the author to the frequently associated bronchial 
stenoses. At any rate, this recalcitrance toward 
thoracoplasty in the tuberculous lesions of this por- 
tion of the lung may often be so pronounced as to 
force the surgeon to resort to resection for the relief 
of the patient. 

The author states that the indications for pul- 
monary (segmental) resection must be considered 
individually for each case. As a tentatively sug- 
gested indication for this operation he proposes the 
pyopneumothorax associated with bronchopleural 
fistula. This indication becomes even more tenta- 
tive in character when the empyema coincides with 
the pulmonary lesions, but without the presence of 
a bronchial fistula. In these instances the pul- 
monary lesion indicates the procedure to be followed. 
When the lesion is inactive, decortication or thoraco- 
plasty is suggested. When the empyema is con- 
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comitant with an active pulmonary lesion, the 
author believes that pleuropneumonectomy is in- 
dicated. Joun W. Brennan, M.D. 


Thoracoplasty Combined with Resection for Pul- 
monary Tuberculosis. S. CoNnkKLIN, 
Joun E. Tuny, and Jerome T. Grismer. J. Thorac. 
Surg., 1951, 22: 271. 

Thirty-eight cases of tuberculosis in which treat- 
ment consisted of pulmonary resection combined 
with thoracoplasty are presented. The long term 
follow-up periods and the clinical volume are not 
great enough to permit adequate comparison with 
other forms of surgery undertaken for tuberculosis, 
but the authors believe that when resection is in- 
dicated for this disease concomitant thoracoplasty 
is frequently advantageous for the following reasons: 

1. The thoracoplasty is less extensive than that 
used before or after subtotal pulmonary resection. 
This allows better function cf the shoulder girdle 
and mechanics of respiration. 

2. The size of the thoracoplasty can be adjusted 
more accurately to the degree of collapse necessary. 
A smaller incision and adequate exposure together 
with less damage to the muscles is obtained. 

3. Bronchopleural fistula, empyema, and medi- 
astinal instability are decreased. 

4. A single effective operative procedure is better 
for the patient and eases the hospital load. 

It is emphasized that not all resections are amen- 
able to concomitant thoracoplasty, but when judi- 
ciously used, a 95 per cent conversion to tubercle- 
free sputum may be accomplished in patients who 
have not responded to other types of therapy and in 
whom resection is indicated. 

Various problems of clinical judgment in the 
selection of proper treatment are covered briefly and 
case histories are included. 

Rosert L. Craic, M.D. 


Malignant Pulmonary Abscesses. Howarp K. Gray, 
James D. FryFOGLE, and C. ALLEN Goop. Surg. 
Clin. N. America, 1951, 31: 1199. 

It is most gratifying to see reports supporting the 
resection of pulmonary abscesses in the more recent 
literature. Since the advent of the hilar dissection 
technique, a “clean” surgical extirpation of the dis- 
eased portions of the lung may be accomplished. 
Segmental resections, especially of the gross seg- 
ments such as the superior division of the lower 
lobes and lingula, are proved procedures and greatly 
augment the resources of the thoracic surgeon. With 
these techniques he can remove, in most instances 
with minimal risk, a pulmonary abscess and its 
pneumonic bed without contamination of the pleural 
space and without leaving an inflammatory resid- 
uum. It is this inflammatory residuum that has been 
the site of subsequent complications following simple 
surgical drainage. The surrounding pneumonitis 
may contain daughter abscesses which do not com- 
municate with the main abscess cavity. Drainage 
then, in this instance of the main abscess, is far from 
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curative. Likewise when hemoptysis is a prominent 
feature of the presenting syndrome, care must be 
exercised not to disturb the vascular plexus surround- 
ing the wall of the cavity for two reasons: (1) the 
possibility of hematogenous spread of the infection, 
and (2) the possibility of fatal hemorrhage. 

The authors limited the scope of their article to 
yet another indication for resection of pulmonary 
abscesses: that of cavitating lesions in which a diag- 
nosis of malignancy cannot be ruled out. 

Data is presented on 22 patients with malignant 
necrotizing intrapulmonary lesions seen at the Mayo 
Clinic from 1935 through 1945. Unlike most reported 
series, for which postmortem material is the basis, 
these patients were seen clinically in the chronic 
phase of the pulmonary abscess syndrome. Two 
patients were desperately ill on admission and were 
unable to tolerate diagnostic procedures. Another 
patient had obvious extrapulmonary metastasis. 
Therefore, in 19 patients a differential diagnosis from 
a chronic cavitating process in the lung was necessary. 

A positive diagnosis of malignancy was established 
bronchoscopically in 9 cases, from thoracic aspira- 
tion in 1 case, by biopsy of a metastatic node in 1 
case, at surgical drainage in 5 cases, at surgical 
exploration in 3 cases, and at surgical resection in 
3 cases. 

It is interesting to speculate at this point, since all 
but 4 of the foregoing patients had a productive 
cough, how many cases would have been diagnosed 
by the pathologist’s new efficient method of exam- 
ination of the sputum for malignant cells. This 
technique, with its more than g5 per cent accuracy, 
would direct the surgeon’s hand toward resection in 
a greater number of cases. 

That the diagnosis is of the utmost importance in 
these lesions both from a therapeutic and from a 
prognostic viewpoint is obvious. These lesions are 
not all inoperable merely because they are malig- 
nant. That rapidly growing carcinomas of the lung, 
especially those peripherally placed, can attain a size 
sufficient to involve an entire lobule or lobe without 
a sufficient degree of symptoms for the patient to 
consult a physician is common knowledge. Necrosis 
in pulmonary cancer has long been considered an 
indication of high-grade malignancy. Therefore, by 
combining the two foregoing factors it is easily seen 
how sepsis, productive cough, and fever may be the 
presenting symptoms of patients with a cavitating 
neoplasm. The misdiagnosis of the foregoing symp- 
toms leads to subsequent mismanagement. 

Exploration of a patient with a chronic cavitating 
lesion should be considered with the intent to resect 
the lesion if it is operable. Drainage should be 
limited to the acutely ill, or as a palliative procedure 
for the relief of symptoms. Resection of pulmonary 
abscesses in general is an operation-in which the aim 
is to decrease the period of morbidity and to preserve 
pulmonary function without the confines of inflam- 
matory, fibrotic healing which follows simple drain- 
age. Cavitating intrapulmonary neoplasms may 
produce the classic clinical picture of inflammatory 
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lesions and should always be considered in the differ- 
ential diagnosis, particularly in patients more than 
40 years of age. : 


The Incidence of Bronchogenic Carcinoma. D. L. 
Med. J. Australia, 1951, 2: 284. 


The author has studied the incidence of broncho- 
genic carcinoma at the Royal Adelaide Hospital, 
South Australia, between 1929 and 1948 in an at- 
tempt to determine whether an absolute increase in 
the incidence of primary carcinoma of the lung has 
occurred and to compare this incidence with that of 
other countries. 

From the cases of primary cancer of the lungs and 
of six control organs in 7,000 consecutive autopsies 
made from 1929 to 1948, inclusive, it was observed 
that bronchogenic carcinoma has made a pronounced 
rise in incidence, while the rise in incidence of carci- 
noma of the prostate, breast, and uterus has been 
smaller. Carcinoma of the esophagus has remained 
constant in occurrence, and cancer of the stomach 
and of the colon and rectum has become less frequent. 

When this autopsy series is considered in 5-year 
periods, there is still a pronounced rise in the inci- 
dence of bronchogenic carcinoma and a less pro- 
nounced rise in that of cancer of the uterus, prostate, 
and breast. Carcinoma of the stomach, of the colon 
and rectum, and of the esophagus has remained 
constant in occurrence. 

The incidence of organ cancer at autopsy is best 
considered as a percentage of hospital admissions; 
of other methods of considering organ cancer at au- 
topsy, the expression as a percentage of all cancer at 
autopsy is better than the expression as a percentage 
of the total number of autopsies performed. 

The incidence of primary malignant disease of the 
lungs and of the six control organs, as diagnosed in 
hospital admissions, shows a pronounced rise for 
cancer of the uterus, colon and rectum, and lung, and 
a smaller rise for cancer of the breast. The incidence 
of malignant disease of the esophagus and prostate 
gland has been constant, while that for cancer of the 
stomach has fallen. 

At autopsy, the organ distribution of carcinoma in 
descending order of frequency has been stomach, 
lung, colon and rectum, prostate, esophagus, breast, 
and uterus. Clinically, the order has been uterus, 
colon and rectum, stomach, breast, prostate, esopha- 
gus, and lung. 

Among the cancers of the organs under considera- 
tion, bronchogenic cancer has risen at autopsy from 
fourth place (1929 to 1933) to first position (1944 to 
1948), while clinically it has risen from seventh to 
sixth place. 

The incidence of bronchogenic carcinoma at the 
Royal Adelaide Hospital shows that it is greater 
relative to total cancer found at autopsy than in 
other published series; otherwise the incidence is on 
a par with that in other countries. From the infor- 
mation available, it appears that the increase in in- 
cidence of bronchogenic carcinoma is relative and 
apparent, C. Freperick Kittie, M.D, 


Some Questions About Bronchiogenic Carcinoma. 
— A. GraHAM. N. England J. M., 1951, 245: 
399. 

The incidence of bronchiogenic carcinoma has in- 
creased greatly in recent years. The incidence of 
carcinoma of the stomach, by contrast, seems to be 
stationary. In some large hospitals, bronchiogenic 
carcinoma is observed more frequently than gastric 
carcinoma. 

Although bronchiogenic carcinoma affects males 
much more often than females, the disparity cannot 
be explained by inherent sex differences. A bron- 
chial cancer from a male patient can be transplanted 
with equal facility into the eyes of guinea pigs of 
both sexes. 

Accumulated evidence strongly indicates that 
cigarette smoking is an important etiological fac- 
tor. 

Two main types of bronchiogenic carcinoma can 
be recognized: the epidermoid (squamous) and the 
adenocarcinoma. Other named types are probably 
variants of these two main types. The epidermoid 
carcinoma has shown the greatest increase. It is 
this variety, also, that is most prevalent in males 
and is most often found in heavy smokers. Adeno- 
carcinoma, on the contrary, has not shown much 
increase, is about equally divided between the two 
sexes, and has a high relative incidence in non- 
smokers. It seems probable that the cigarette can- 
cer is the epidermoid variety, and that it is different 
from the adenocarcinoma in pathogenesis. The 
two main types of bronchiogenic carcinoma appar- 
ently arise in response to different carcinogenic 
agents. 

The types of carcinoma will probably ultimately 
be differentiated on the basis of the carcinogenic 
factors that have induced them, rather than by 
microscopic differences in cell structure and ar- 
rangement. 

The high incidence of metastases to the adrenal 
glands in cases of bronchiogenic carcinoma is thus 
far unexplained. 

The indications for lobectomy and pneumonec- 
tomy are briefly discussed. It is suggested that 
more use be made of preoperative tests of respira- 
tory function, to determine the advisability of 
total pneumonectomy. SAMUEL Kaun, M.D. 


The Significance of Cell Types in Bronchogenic 
Carcinoma. R. McDonatp, Rosert P. 
McBurney, JoHN C. CARLISLE, and MATTHEW M. 
Patron. J. Thorac. Surg., 1951, 22: 62. 


Bronchogenic carcinoma is no longer a disease 
seen as a curiosity clinically and at autopsy. It is a 
disease which, if seen early enough, can be eradicated 
surgically. It is important, therefore, to establish 
morphologic criteria by which one can determine to 
some degree the operability and chances of survival 
after resection. Grading bronchogenic carcinoma 
furnishes little of value surgically or prognostically. 

Bronchogenic carcinoma is a primary carcinoma 
of the lung of varied histologic types, apparently 
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arising from the surface mucosa of the bronchi or 
bronchioles. The mucous and serous glands of the 
bronchial wall are believed to be the sites of origin 
of entirely different types of tumors, namely, the 
adenoma and cylindroma group. The biologic be- 
havior of tumors of the last-mentioned group is suf- 
ficiently unlike that of bronchogenic carcinoma to 
warrant their exclusion. The definitive diagnosis 
of bronchogenic carcinoma is not always possible 
from the examination of a resected specimen, par- 
ticularly in peripherally placed tumors, because of 
the simulation of bronchogenic carcinoma and met- 
astatic carcinoma. The results are presented in four 
articles. 


Bronchogenic Small Cell Carcinoma. Roserr P. 
McBurney, JoHN R. McDonatp, and O. THERON 
Criacett. J. Thorac. Surg., 1951, 22: 63. 


There have been many studies of bronchogenic 
carcinoma but infrequent ones of carcinomas of in- 
dividual cell types. The authors’ study is concerned 
with a clinical and pathologic study of small cell 
bronchogenic carcinomas seen at the Mayo Clinic. 

The records and tissue of all cases of tumor of 
the lung encountered at the clinic through 1948, on 
which pathologic material was available for study, 
were reviewed. No cases were included in which 
the diagnosis was made on a clinical basis only. 
This involved study of the biopsy and cytologic 
material in 1,153 cases. 

Ninety cases of small-cell carcinoma of the lung 
were encountered at the Mayo Clinic in the years 
from 1906 through 1948. These constituted 8.8 per 
cent of all cases of primary bronchogenic carcinoma 
in which positive tissue proof of the diagnosis was 
available. The predominant age of occurrence was 
in the fifth, sixth, and seventh decades. The pre- 
dominance of males over females was 29 to 1. 
Race and occupation were not significant factors. 

The average duration of the symptoms from on- 
set to diagnosis was 5.9 months. Five patients had 
symptoms for less than 1 month. Only 3 patients 
had symptoms for as long as 2 years and for these 
the evaluation of true symptoms was difficult. The 
symptoms were identical with those of bronchogenic 
carcinoma in general: cough, pain in the chest, 
dyspnea, and episodes of pneumonitis were the most 
frequent. The physical signs also were those of 
bronchogenic carcinoma. Dullness over the af- 
fected areas, diminished breath sounds, lag in 
respiration, and rales in the affected areas were the 
most frequently noted signs. 

In all cases in which roentgen examination was 
done there were positive pulmonary findings, with 
I exception in which the interpretation was ‘“‘nega- 
tive, possible mediastinal widening.” In 5 cases the 
interpretation was bronchiectasis, illustrating the 
danger of accepting the roentgenologic report as the 
final diagnosis. Further evaluation in all these 5 
cases revealed that the bronchiectasis was second- 
ary to bronchial obstruction by tumor. There was 
slight predominance of lesions on the right side. 
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Bronchoscopic biopsy gave positive results in 
76.5 per cent of the cases. In an additional 16 per 
cent, some evidence of disease was noted but either 
no lesion was found or biopsy of suspicious areas 
gave negative results. 

In 29 of 31 cases in which cytologic examination 
was done, carcinoma cells were found, which gave 
a diagnostic accuracy of 93.5 per cent. In more 
than 70 per cent of the cases in which there was 
subsequent tissue confirmation it was possible to 
diagnose the cancer as being of the small cell type. 
This indicates that cytelogic examination of the 
sputum and bronchial secretions is very helpful 
when experienced personnel are evaluating the find- 


gs. 

The pathologic characteristics of small cell car- 
cinoma are fairly definite and explain in some part 
the poor prognosis. The only tumors of the lung 
that offer the pathologist difficulty in differential 
diagnosis are the atypical adenomas and the true 
primary lymphosarcoma of the lung. Close study 
in most cases will reveal the true nature of the 
tumor. 

Of the 90 patients with small cell bronchogenic 
carcinoma in this series, 29 underwent exploration 
and 15 of the 29 were subjected to pneumonectomy. 
All the pneumonectomy patients were traced; 2 
were still alive, one 5 years and 4 months, and the 
other 2 years and g months, after operation. The 
last-mentioned patient, however, had had a malig- 
nant growth removed from the small intestine which 
probably represented metastasis. All but 6 of the 
patients who did not undergo exploration or whose 
lesion could not be removed surgically were traced; 
they were all dead. The 6 untraced patients had 
definite evidence of hopeless malignancy and must 
be assumed to be deceased. 

Roentgen therapy was given to 17 patients either 
at the clinic or in the patient’s home community. 
While several seemed to get good palliative results, 
there were no survivors in this group. 

This study indicates, in the authors’ opinion, that 
small cell bronchogenic carcinoma is a definite en- 
tity and should not be included in the general 
group of anaplastic or undifferentiated cancer even 
though admittedly its behavior is of such a nature. 
This opinion is based on the fact that there is (1) a 
definite, easily recognizable, microscopic picture, 
(2) a definite high incidence of cytologically posi- 
tive results on sputum examination which makes 
the condition easily recognized and diagnosed, and 
(3) a characteristic clinical behavior. 

Finally, the results of this study bear out the 
succinct statement of Edward Churchill: “The 
prognosis following surgical extirpation has not 
been fully correlated with the predominant cyto- 
logic characteristics of cancers of the lung. The 
evidence that exists, however, confirms the reason- 
able hypothesis that growths with highly differ- 
entiated cells are rapidly invasive and tend to me- 
tastasize early. The same may be said for the oat 
cell type. Significant results achieved by the sur- 
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gical extirpation of cancers of these morphologic 
types are rare. A biopsy that demonstrates highly 
undifferentiated or oat cell cancer is presumptive 
evidence that complete surgical extirpation is a re- 
mote possibility.” 


Bronchogenic Large Cell Carcinoma. MatrHew M. 
Patton, JoHN R. McDonatp, and HERMAN J. 
“Moerscu. J. Thorac. Surg., 1951, 22: 88. 


The microscopic diagnosis of the large cell type of 
bronchogenic carcinoma is primarily a diagnosis of 
exclusion. In examination of the tissue in any large 
group of cases of bronchogenic carcinoma, it is pos- 
sible to separate a group of typical squamous cell 
carcinomas and a group of small cell carcinomas ac- 
cording to the microscopic criteria given elsewhere 
in this series of papers. The writers chose to adhere 
strictly to the criteria given for small cell carcinomas 
and to put in the squamous cell group every case in 
which there was definite evidence of squamous cell 
criteria as given elsewhere. Separation of these two 
groups left a group of adenocarcinomas and a group 
in which a specific type of carcinoma could not be 
diagnosed with any certainty. It is the latter cases 
that they chose to call “large cell carcinomas,” both 
because by this means it was possible to bring them 
together for easy reference, and because in most of 
the cases the lesions were characterized by being 
composed of relatively large cells. Unfortunately, 
however, the border of differentiation between adeno- 
carcinoma and large cell carcinoma cannot be so 
easily defined as that between large cell carcinoma 
and squamous cell carcinoma, or between large cell 
carcinoma and small cell carcinoma. The authors 
chose to be as strict as possible in defining adeno- 
carcinomas by saying that the adenocarcinoma pat- 
tern had to be present in a majority of the micro- 
scopic sections and in a significantly large area, as 
stated in another paper of the series. 

The cellular pattern of the large cell group is 
bizarre with marked variation in the staining quali- 
ties and size of the individual cells. The nuclei tend 
to be large and rather dark with prominent nucleoli, 
there may be many mitotic figures, and there may 
be giant cell forms. The cells may be angular, oval, 
or spindle-shaped, and they tend to be closely packed 
in a medullary or pseudoalveolar arrangement. 
Nearly always there are areas of necrosis which may 
show fragmented bits of cells intermingled with 
leucocytes, which may be hemorrhagic or fibrotic, or 
which may show any combination of these features. 
Also there is usually evidence of a highly malignant 
potential, both as to local destruction of the tissue 
and as to invasion of the lymphatics and blood 
vessels. 

The study is based on 384 cases of large cell car- 
cinoma encountered in the surgical pathology labo- 
ratories of the Mayo Clinic through 1949. These 
were made up of 87 cases in which the specimens 
were obtained at resection and 297 cases in which 
they were obtained at biopsy, 255 representing 
bronchoscopic biopsy only. Through 1948, 849 
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proved cases of bronchogenic carcinoma had been 
found at the Clinic, of which 341, or 40.2 per cent, 
were of the large cell type and 14.6 per cent of the 
patients were females. The age distribution, symp- 
toms, and roentgenologic findings were similar to 
those in other types of bronchogenic carcinoma. The 
ratio of central to peripheral lesions was found to be 
1.4 to 1 for large cell carcinoma as compared with 1.9 
to 1 for squamous cell carcinoma, 27.7 to 1 for small 
cell carcinoma, but with 0.54 to 1 for adenocarcino- 
ma. Cytologic diagnosis gave positive results in 
nearly 50 per cent of adequate examinations. About 
55 per cent of the patients who survive resection die 
within 2 years. This indicates a poor prognosis in 
this type of bronchogenic carcinoma, but perhaps 
the prognosis is not as bad as that for bronchogenic 
adenocarcinoma or small cell carcinoma, and not 
nearly as good as that for squamous cell carcinoma. 


Bronchogenic Adenocarcinoma. MATTHEW M. Pat- 
TON, JOHN R. McDonaALp, and HERMAN J. Moerscu. 
J. Thorac. Surg., 1951, 22: 83. 
_ The differentiation of adenocarcinoma from the 
other types of bronchogenic carcinoma is based on 
the microscopic evidence of glandular formation or 
function. The criterion used is the finding of definite 
alveolar, acinar, or papillary structures or the forma- 
tion of extracellular or intracellular mucus, with 
columnar or cuboidal configuration of the cells. Of 
course, all general criteria of malignancy must be 
met. It should be emphasized that the adenocar- 
cinoma pattern should be predominant or, at the 
very least, present in a significant number and area 
of the microscopic sections. 

Three specific pitfalls to the correct diagnosis 
should be mentioned. First, bronchial adenomas 
should be excluded because of their different origin 
and behavior. Second, alveolar-cell carcinomas, al- 
though probably a definite entity, should be ex- 
cluded because they arise from the alveolar wall and 
are therefore not strictly bronchogenic. Third, the 
bronchial glands in the vicinity of any neoplasm 
have a tendency to become hyperplastic and disor- 
ganized, and, unless care is taken, their appearance 
may lead one to a false diagnosis of adenocarcinoma. 

The authors’ study is based on 132 cases of adeno- 
carcinoma from the surgical pathology laboratories 
of the Mayo Clinic observed through 1949. In 40 
cases the specimens of tissue were obtained at resec- 
tion and in 92 cases they were obtained at biopsy, 67 
of which represented bronchoscopic biopsy only. 

There were 849 proved cases of primary broncho- 
genic carcinoma observed through 1948, 112 of 
which were adenocarcinoma, a ratio of 13.2 per cent. 

About one-fifth of the patients were females. The 
majority of tumors were of peripheral origin, which 
was reflected in the low rate of positive results on 
biopsy. Cytologic examination gave positive results 
in about 80 per cent of the cases. Apparently the 
symptoms, age distribution, and roentgenologic find- 
ings were similar to those of other types of broncho- 
genic carcinoma. The prognosis is apparently poor 
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since 2 years after operation two-thirds of the pa- 
tients who survived resection died. 


Bronchogenic Squamous Cell Carcinoma. Joun C. 
CARLISLE, JOHN R. McDONALp, and Stuart W. 
HarrIncTon. J. Thorac. Surg., 1951, 22: 74. - 


The microscopic classification of primary broncho- 
genic carcinoma now in use at the Mayo Clinic con- 
sists of four subdivisions: squamous cell carcinoma, 
adenocarcinoma, large cell carcinoma, and small cell 
carcinoma. Definite microscopic criteria have been 
set up for each of these groups. The microscopic cri- 
terion required in this study to classify any primary 
bronchogenic tumor as squamous cell carcinoma was 
(1) the presence of intracellular bridges, (2) definite 
epithelial pearl formation, (3) definite keratinization 
or squamatization, or (4) definite polarization of the 
cells (a whorling tendency) without true pearl forma- 
tion if accompanied either by minimal squamatiza- 
tion or keratinization or by the typical growth pat- 
tern of squamous cell carcinoma. If any of the first 
three criteria was found in a single area of any sec- 
tion the tumor was classified as squamous cell car- 
cinoma. In order to classify a tumor on the basis of 
only the last criterion, however, more than one area 
showing the specified characteristics was required. 

The characteristic growth pattern of this tumor 
consists of anastomosing and branching columns of 
epithelial cells encroaching on the stroma. There is 
a tendency for the epithelial cells to line up along the 
edges of these columns, as if in an attempt to form a 
growing edge of skin. Many squamous cell car- 
cinomas, however, do not exhibit this growth pat- 
tern and, conversely, many large cell carcinomas do. 

Many specimens previously labeled “squamous 
cell carcinoma” did not meet the foregoing require- 
ments for this diagnosis. The majority of these were 
reclassified as large cell carcinomas, and it was with 
this group that the major difficulty in classification 
occurred. 

The records of all cases in the files of the Mayo 
Clinic through 1949 in which a diagnosis of a tumor 
of the lung or bronchus had been made and in which 
positive microscopic proof obtained by bronchoscopy 
or thoracotomy was available were reviewed. This 
group involved a study of about 1,400 cases. 

On the basis of definite criteria set up for the 
diagnosis of primary squamous cell bronchogenic 
carcinoma, records of 373 microscopically proved 
cases were found in the surgical files of the Mayo 
Clinic through December, 1949. Thirty-seven and 
eight-tenths per cent of ail primary bronchogenic 
carcinomas in this series were squamous cell in type. 
Squamous cell bronchogenic carcinoma rarely oc- 
curred under the age of 40 years. Only 3.5 per cent 
of the patients were females. Bronchoscopy gave 
positive results in 64.5 per cent of 121 cases in which 
resection was done. Cytologic examinations gave 
positive results in 72.4 per cent of 116 cases. 

The 2-year survival rate in the absence of resec- 
tion was 3.6 per cent. No patient survived 3 years 
without pulmonary resection. 
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In the 5-year period from 1945 through 1940, 71 
per cent of 175 patients with pathologically proved 
lesions had exploratory thoracotomy, and 71 per 
cent of the 124 thoracotomy patients had pulmonary 
resection. Both the 5-year survival rate and the 
2-year survival rate for the patients who survived 
pulmonary resection were more than 50 per cent. 
Lesions on the left side, lung abscess, and involve- 
ment of the regional lymph nodes all affected the 
prognosis adversely, but the finding of greatest prog- 
nostic importance was the gross size of the lesion. 

The hospital mortality rate was only 6.3 per cent 
for 79 pulmonary resections performed from January 
1, 1946 through December, 1949. 


Pneumonectomy and Lobectomy for Pulmonary 
Carcinoma, with Particular Reference to the 
Complications. FREDERIK THERKELSEN. Acta 
chir. scand., 1951, 472. 


The present study was designed to investigate the 
operative and postoperative complications of pneu- 
monectomy and lobectomy in an effort to reduce the 
mortality. Eighty-six pneumonectomies and 12 
lobectomies for pulmonary carcinoma were chosen 
for this purpose. The total mortality was 23.5 per 
cent with 24.4 per cent for the pneumonectomies 
and 16.7 per cent for the lobectomies. A division of 
the material into two equal groups shows a mortality 
of 33 per cent for the first 36 pneumonectomies from 
1942 to 1947. For the succeeding 50 pneumonec- 
tomies from 1948 to 1950 the mortality was 18 per 
cent. 

Complications are considered in two groups; (1) 
operative and (2) postoperative. In the first group, 
cardiac arrest occurred once but was not fatal. 
Nonfatal respiratory arrest was seen once. Total 
or partial pulmonary atelectasis of the good lung 
developed in 4 patients with 4 deaths. Anesthesia 
caused 1 death. More frequent use of the electro- 
cardiogram and more active and efficient bronchial 
aspiration are believed to be necessary in order to 
prevent these complicating diseases. 

Cardiac complications in the postoperative group 
were serious, but uncommon. Auricular fibrillation 
occurred but was controlled. Three cases of pul- 
monary edema and 2 of heart failure resulted in 5 
mortalities. Postoperative pulmonary complications 
were equally serious. There were 3 cases of post- 
operative pulmonary atelectasis, all fatal. Empyema 
occurred in 8 cases with only 1 death. Bronchial 
fistula with empyema developed in 8 patients with a 
fatal outcome in 5. Four patients developed pneu- 
monia and 2 of these died. Respiratory exercises, 
careful aspiration of the respiratory passages and 
frequent inflation of the lung in lobectomy aid in 
correction of these complications. The antibiotics 
help in preventing infection. The author prefers 
Sweet’s method for closure of the bronchus and had 
excellent results as regards bronchial fistula. The 
author believes it is possible to further reduce the 
incidence of these complications. 

Donatp C. Geist, M.D. 
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Segmental Pulmonary Resection. Technique and 
Results (Résection segmentaire du poumon. Tech- 
nique et résultats). OLIVIER Monop and SADEGH 
Guazi. J. chir., Par., 1951, 67: 642. 

Segmental pulmonary resection was originated by 
Tuffier, but has largely been perfected in the United 
States by Churchill, and later by Blades, Overholt, 
and Chamberlain. An adequate discussion of the pur- 
poses and results of this operation can be found in the 
article by Overholt, Woods, and Ramsey (J. Thorac. 
Surg., 1950, 19: 207) or in the abstract of the article 
by Ramsey (Surg. Gynec. Obst., Internat. Abstr. 
Surg., 1950, 91: 34). 

This method of dealing with pulmonary disease 
susceptible to it has enjoyed a rapid spread of 
popularity because of the enthusiastic reports of 
results from America. These results have, as a fact, 
been amply confirmed, particularly in Holland and 
France. 

The authors’ material consists of 41 patients, on 
whom 63 segmental resections were done with only 1 
instance of empyema, 3 instances of rather in- 
significant fistulous formation, and 3 deaths. This 
group of patients consisted solely of those suffering 
from tuberculosis or from bronchiectatic dilatation 
of the air passages of the excised segment or segments. 

More specifically, there were 12 apicoposterior, 
apical, or posterior segmental resections (8 cases of 
tuberculosis), 3 resections of the anterior and axillary 
segments (2 cases of tuberculosis), 6 resections of the 
Nelson segment—apex of the middle lobe—(2 cases 
of tuberculosis), 9 resections of the lingula and right 
middle lobe (all cases of bronchiectasis), and 8 resec- 
tions of the basal pyramid—lower lobe—(all cases of 
bronchiectatic dilatation). Thus, these figures il- 
lustrate the vast preponderance of tuberculosis in the 
upper lobes of the lung and the equally imposing 
incidence of bronchial dilatation of nontuberculous 
etiology in the lower lobes. 

The functional improvement to be expected from 
the operation is illustrated by the results in 5 of the 
authors’ cases. A patient with chronic abscess of 
Nelson’s lobe had a 60 per cent invalidism on the 
basis of circulatory disturbances. Following the 
operation there may have been some loss of pul- 
monary function (although this can be debated), but 
the circulatory troubles entirely disappeared. A 
woman underwent an extensive resection (lower lobe, 
middle lobe, lingula) with a loss of capacity of only 
22 per cent. A man underwent a resection of two 
segments of the right lung with an incapacity of 
only 1o per cent, i. e., the resultant functional 
capacity was practically normal. A woman under- 
went a resection of the apical and dorsal segments for 
tuberculosis which was followed by normal function 
of the lung (total invalidity 7 per cent). The last 
patient of this group, a woman who underwent a 
segmental resection and complete decortication of 
the lung for pyothorax, showed a resultant in- 
capacity of 14 per cent, or 11 per cent with 
reference to her two lungs before the onset of the 
malady. 
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Such figures need no further elucidation to estab- 
lish the remarkable results to be expected from this 
new operative procedure. 

Joun W. BRENNAN, M.D. 


Pulmonary Resections for Metastatic Lesions. J. L. 
EBRENBAFT. Arch. Surg., 1951, 63: 326. 


The author reports on patients who had metastatic 
pulmonary lesions from malignant neoplasms pri- 
mary elsewhere in the body. The indications for 
pulmonary resection in this series were: (1) appar- 
ently complete removal of the primary neoplasm 
without evidence of local recurrence, (2) absence of 
demonstrable metastases to other organs of the body, 
and (3) reasonable assurance that all of the metas- 
tases were located in one area, making surgical re- 
section of that area possible. These metastatic 
lesions may be difficult to differentiate from a pri- 
mary carcinoma of the lung if they are solitary. Such 
solitary metastatic lesions in the lung may make 
their appearance months or years after complete re- 
moval of the primary extrapulmonary tumor. 

In a review of the g cases the ages of the patients 
varied between 16 and 70 years. Five patients were 
females and 4 males, and the primary neoplasms 
were found in the following organs: cervix (adeno- 
carcinoma), nasopharynx (epidermoid carcinoma), 
nasal fossa (malignant melanoma), bladder (transi- 
tional-cell carcinoma), stomach (adenocarcinoma), 
sigmoid colon (adenocarcinoma), uterus (leiomyo- 
sarcoma), breast (adenocarcinoma), and _ testis 
(teratocarcinoma). Some type of pulmonary resec- 
tion was done in an attempt to remove the metastatic 
lesion. In 3 instances there was involvement of the 
hilar node. 

The first patient died 6 hours after completion of 
the operative procedure of pneumonectomy and no 
postmortem examination could be obtained. This 
appeared to be the only operative death. The 
patient had an adenocarcinoma of the cervix with 
pulmonary metastasis. The second patient with a 
primary lesion in the nasopharynx, an epidermoid 
carcinoma, had had a resection of the lingula and 
diaphragm 2 years after roentgen therapy of the pri- 
mary lesion; 8 months after the pulmonary resection 
she developed a mediastinal mass, and 17 months 
after the pulmonary operation she developed supra- 
clavicular nodes. She died 2 years after the resection 
for the metastatic lesion following a pregnancy, dur- 
ing which widespread metastasis developed in the 
Jung and hilar region. 

Although the follow-up on these patients is short, 
7 are alive, and of these, 2 have developed metastases 
of some type or other. In 1 instance there was 
bilateral metastasis in a patient who had had a leio- 
myosarcoma of the uterus, requiring lingulectomy 
on the left side and, at another stage, wedge resection 
of the axillary segment of the right upper lobe. Two 
patients did not undergo resection of the primary 
extrapulmonary neoplasm (cases 1 and 2) and were 
treated with irradiation and radium application 
only. LeRoy J. KiernsasseEr, M.D. 
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Transplantation of the Main Bronchus and Resec- 
tion of the Tracheal Bifurcation. An Experi- 
mental Study on the Dog (Transplantation de la 
bronche souche et résection de la bifurcation tra- 
chéale. Une étude expérimentale chez le chien). 
ANDRE JUVENELLE and CoLEeMAN J. chir., 
Par., 1951, 67: 666. 


This research work, which was done at the Uni- 
versity of Buffalo, Buffalo, New York, under the 
auspices of the Relations Culturelles, Paris, France, 
is divided into two separate studies. In the first 
study, on 11 dogs, a bronchus (usually the left one) 
was cut loose from its attachment to the trachea 
and a terminolateral anastomosis with the trachea at 
a higher level was completed, the lower orifice then 
being closed. The appended Figure 1 depicts clearly 
the various technical steps taken. In the second 
study, on 19 dogs, the entire bifurcation, including 
the greater portion of the left main bronchus, the 
right main bronchus, and from 1 to 4 cm. of the lower 
end of the trachea, was resected. 

In the second study the left bronchus was cut out 
near the point of its first branching, just as in the 
first study, and the implantation made into the tra- 
chea higher up. However, instead of closure of the 
lower orifice (Fig. 1E), the right bronchus was cut 
and its distal stump anastomosed end-to-end with 
the lower end of the trachea after the bifurcation had 
been removed. 

The supplementary inflation and anesthetic tubes 
are the usual and logical ones and can be inferred 
from an examination of the figure. They are not in- 
tended as models for use in these operations on the 
human being. For instance, it can be seen that no 
provision is made for keeping the left lung inflated 
and, in fact, none was envisioned or employed; how- 
ever, the authors do not think that this artificial 
period of left pulmonary atelectasis should be con- 
sidered when operating on the human being. 

On the whole, 8 of these dogs survived long enough 
for late evaluation of the results, while the others 
either died on the table or a few hours later. The 
usual cause of death was a pneumothorax under ten- 
sion, the result of lack of sufficient sealing of the su- 
ture lines. Outside of the afore-mentioned instances 
of pneumothorax there was no pronounced tendency 
toward the formation of granulation tissue, stenosis, 
or atelectasis. In the dogs which survived long 
enough for assessment of results the operative 
wounds had healed surprisingly well. The silk sutures 
tended to heal in and become covered with a smooth 
mucosa with normal-appearing epithelial covering. 

As indications for this type of resection of the bi- 
furcation the authors suggest those cases of cancer 
of the bronchus with invasion of the tracheal bifur- 
cation. In these patients the entire affected lung 
might be removed, together with the bifurcation it- 
self, and the continuity of the air passages to the 
other lung could be re-established by a simple end- 
to-end anastomosis as described. Other indications 
might be the presence of stenosis of the main bron- 
chi, bilateral traumatic rupture of the bronchi, and 


Fig. 1. (Juvenelle and Citret). 


the invasion of the posterior wall of the trachea by a 
cancer of the esophagus. 

In general, the authors are of the opinion that, al- 
though their results were not perfect, nevertheless 
the modern means for combating infection and shock 
justify attempts with this technique in the human 
being in those instances in which nothing else seems 
possible. Joun W. Brennan, M.D. 


HEART AND PERICARDIUM 


Experimental Production and Closure of Atrial 
Septal Defects, with Observations of Physio- 
logic Effects. BRADLEY Martin and 
Hiram E. Essex. Surgery, 1951, 30: 283. 


The development of operations which partially 
correct the circulatory deficiency in the tetralogy of 
Fallot has encouraged a consideration of analogous 
surgical procedures for other cardiac diseases, both 
congenital and acquired. In the fall of 1947 it was 
pointed out to one of the authors that congenital 
heart disease with complete transposition of the 
great vessels might be benefited by the establish- 
ment of a communication between the two atria. 
In cases of complete transposition the blood is 
oxygenated normally and reaches the left atrium but 
cannot be delivered to the peripheral tissues because 
the vascular trunk for that purpose is misplaced. 
The blood is pumped from the left ventricle back 
again to the lungs. 

There are two other congenital heart diseases that 
might be benefited by the creation of an interatrial 


133 
A 
SS Z 
Poumo 
Cea SA 
) | 
Tube 
danesthésie 
=< 
—A \ 3 
\y 
| 


134 INTERNATIONAL ABSTRACTS OF SURGERY 


communication: atresia of the mitral valve and atresia 
of the aortic valve. The circulatory abnormalities in 
these conditions have been described by Edwards. 
In both there is adequate pulmonary flow and 
oxygenation of the blood. The difficulty arises from 
the failure of this oxygenated blood to reach the 
systemic vessels after gaining the left atrium or 
ventricle. Usually a small atrial defect does exist 
through which blood may flow from left to right 
and from here to the systemic circuit via the pul- 
monary artery and a patent ductus arteriosus. 
Surgical enlargement of the atrial defect should be 
considered as a possible therapeutic measure. 

The studies described in the complete paper were 
begun in the fall of 1947. They were done entirely 
on dogs with the end in view of producing large 
atrial septal defects and observing their physiologic 
effects. 

It was hoped that the animals with an interatrial 
communication might in time exhibit circulatory 
disturbances similar to those seen in patients with 
atrial defects and that physiologic studies on the 
animal might illuminate some of the obscurities of 
the human condition. Finally it was thought that 
it might be possible to close the defects surgically. 

The study revealed that a variety of means exist 
for producing atrial defects in dogs. A number of 
these are described in detail by the authors. Since 
the condition of complete transposition of the great 
vessels does not exist in dogs, nor is it experimentally 
producible, the experimenter is denied an opportu- 
nity to test the hypothesis that the atrial communi- 
cation would be of benefit in that condition. This 
aspect must remain conjectural. 

There is an apparent tendency for artificially made 
atrial septal defects to close spontaneously. This is 
more pronounced, the smaller the defect. The heal- 
ing progresses from the caudal (inferior vena caval) 
end of the defect to the cephalic end. 

Sufficient measurements were made of left and 
right atrial pressures under a variety of conditions 
to enable one to conclude that mean left atrial pres- 
sure exceeds the right. The production of a bruit 
and murmur, and the withdrawal of samples of 
oxygenated blood from the right atrium constitute 
evidence that blood is in actual fact shunted from 
the left atrial chamber to the right in artificially pro- 
duced defects. 

After the development of techniques for making 
an atrial communication in animals, attention was 
given to the possibility of surgically closing these de- 
fects. The attempt to develop such a closure was 
made with the hope of ultimate application to human 
patients. There exist human cases of cardiac failure 
apparently due entirely to the presence of a defect in 
the atrial septum which permits shunting of blood 
from the left to the right side of the heart. This has 
been established by clinical and pathologic observa- 
tions. It seems reasonable to believe that a closure 
of the defect would be at least partially curative. 
The closure of atrial defects, needless to say, would 
find application in an entirely different group of pa- 


tients than those for whom the operation of making 
an atrial defect was suggested, the only similarities 
of the two groups being the congenital heart diseases 
and the same anatomic structure, the atrial septum. 

It has been shown that polythene sheeting covered 
with vein can be introduced into the heart without 
serious reaction. This is in general agreement with 
the experience of others employing polythene in 
various parts of the body. 


The Operation for Mitral Stenosis and Its Indi- 
cations (Die Operation der Mitralstenose und ihre 
Indikationsstellung). O. BAayER and E. DErrRa. 
Deut. med. Wschr., 1951, 76: 1044. 


Seven cases of mitral stenosis are reported. The 
patients were operated upon by introducing the in- 
dex finger through an incision in the left auricle and 
dilating the narrowed mitral valve by blunt force 
with the tip of the finger itself. This method was 
first epee by Souttar (Brit. Med., J., 1925, 
2: 603). 

In 2 of these 7 stenosis-forcing operations the pa- 
tients died because of the operation itself; a third pa- 
tient, who had previously suffered hemiplegia from a 
cerebral embolus, died 3 weeks after the operation 
because of a fresh dissemination of emboli. In the 5 
surviving patients the subjective improvement was 
striking. The objective improvement was also favor- 
able. In no instance did evidence of mitral insuffi- 
ciency supervene. 

From their own experiences and from a study of 
the literature, the authors suggest as tentative indi- 
cations for the operation those cases of pure mitral 
stenosis with signs of a more or less marked disturb- 
ance of pulmonary function as a result of stasis in 
the pulmonary circulation. The important criteria 
for this diagnosis are an exclusive dilatation of the 
heart to the right, a prominence of the pulmonary 
arch with moderate enlargement of the right heart 
as seen in the oblique projection on the roentgeno- 
gram, and an increase in the shadow density of the 
pulmonary vascular pattern. If this pattern does 
not represent secondary organic changes in the ves- 
sels and parenchyma, there is a good possibility that 
conditions may return to normal. However, if this 
is not the case and the increased shadow density 
represents secondary organic changes, there is, 
nevertheless, apt to be some improvement. The in- 
dications for the operation are elevated pressure 
conditions in the pulmonary artery and in the right 
ventricle with lowered pressure in the auricles, low- 
ered pulse and minute volumes, lowered oxygen 
saturation of the arterial blood, and a spirographic 
deficit. 

Contraindication is absolute in the presence of a 
still active endocarditis. The presence of active 
rheumatic infection is at times difficult to exclude. 
The operation should, therefore, not be undertaken 
too soon after a rheumatic valvular attack. In gen- 
eral, the patient should not be operated on before his 
thirtieth year. Just as absolute a contraindication is 
the presence of a high grade concurrent mitral insuf- 
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ficiency. This insufficiency may be recognized by 
means of the essentially more marked enlargement of 
the left ventricle and auricle or, indeed, of the entire 
heart, and by means of the predominantly systolic 
cardiac murmur. Another absolute contraindication 
to the operation is constituted by a concomitant in- 
volvement of other valves, particularly of the aortic 
and tricuspid valves. A relative pulmonary insuf- 
ficiency may regress with lowering of the blood pres- 
sure within the pulmonary artery following the 
operation, and consequently such a condition does 
not, in the authors’ opinion, constitute a true con- 
traindication. Naturally, the operation is absolutely 
contraindicated in the presence of severe damage to 
the cardiac muscle. 

A relative contraindication is long-persisting auri- 
cular fibrillation and flutter with absolute arrhyth- 
mia. This condition indicates that the favorable 
period for operation has passed. The bad results fol- 
lowing operation in the presence of this cardiac 
manifestation may possibly be ascribed to the pres- 
ence of thrombus in the auricle. 

Calcification of the mitral valve renders the opera- 
tion more difficult; however, unless this calcification 
is of extremely high grade, it does not of itself consti- 
tute a contraindication. Such calcifications may, on 
occasion, be demonstrable on the exploratory roent- 
genogram (Janker). 

The authors regard the technique of forcing the 
narrowed mitral ostium to be the operation of 
choice as it attacks the cause. They can under- 
stand, however, how a fistula formation between the 
azygos and pulmonary venous systems (Bland and 
Sweet: J. Am. M. Ass,, 1949, 140: 1259), in instances 
of advanced or permanent stasis in the pulmonary 
circulation, without elevated pressures in the vena 
cava and without failure of the right ventricle, might 
be highly successful in controlling symptoms. The 
authors themselves hope to test this technique on 
small-bodied individuals when the occasion arises. 
They are afraid that in these microsomic persons the 
operation of valve-forcing may fail on the basis of 
the anatomical disproportion. 

Joun W. BRENNAN, M.D. 


Cardiodynamic Effects of Mitral Commissurotomy. 
EDWARD R. MuNNELL and ConrapD R. Lam. Circula- 
tion, 1951, 4: 321. 

During commissurotomy for stenosis of the mitral 
valve, it has been possible to record the moment to 
moment changes in left auricular and pulmonary 
artery pressures, with the use of an electronic ma- 
nometer system. The left auricular pulse patterns 
have varied, depending on the degree of stenosis and 
the presence or absence of auricular fibrillation, or 
unsuspected regurgitation. The degree of success 
attending operative intervention on the mitral valve 
has been predictable by a study of the postcommis- 
surotomy tracings. 

It is possible to point out what is probably a typi- 
cal tracing for mitral stenosis with or without asso- 
ciated auricular fibrillation. After commissurotomy, 
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the pressure curves show a marked decrease in the 
auricular pressure and some decrease in the pul- 
monary artery pressure. The postcommissurotomy 
tracings should also show that no significant in- 
sufficiency has been created by the incision. The 
oscillographic tracings are of practical value in in- 
dicating the accuracy of the diagnostic methods used 
in selecting patients for the operation, and in dem- 
onstrating the adequacy of the incisions of the 
valves. SAMUEL Kaun, M.D. 


Coarctation of the Aorta; a Study of 70 Cases in 
Which Surgical Exploration was Performed. 0. 
THERON CLAGETT and ROBERT W. JAmPOLIS. Arch. 
Surg., 1951, 63: 337. 

Hypertension produced by coarctation of the 
aorta is due to a mechanical obstruction. By re- 
moval of the obstruction and re-establishment of the 
vascular channel many patients may be given the 
opportunity of a longer and healthier life. At the 
Mayo Clinic, in the past 4'% years, surgical inter- 
vention for the correction of coarctation of the aorta 
has been undertaken by one of the authors (Clagett) 
in 70 cases. It was thought that a study of this 
group might shed some light on the problems con- 
fronting the surgeon dealing with this condition. 

The youngest patient who underwent operation 
was 7 years of age, and the oldest was 50 years of age. 
The optimal time for surgical intervention, accord- 
ing to the authors, is between 15 and 20 years of age. 
Among patients younger than this they feared that 
the anastomotic site might not grow as fast as the 
rest of the aorta, thereby producing further stric- 
ture. In patients more than 20 years of age sclerotic 
changes have already begun to occur which greatly 
increase the hazards of the operation. However, 
the tendency now is to extend the age limit further 
and further, and not to deny an older person the 
benefit of surgical intervention if his general condi- 
tion warrants it. Just as patent ductus arteriosus 
occurs predominantly in females, coarctation of the 
aorta is seen most commonly in males. The usual 
ratio quoted is 3 or 4 males to every female. 

Unlike patients with some other types of congeni- 
tal heart disease, people born with coarctation of the 
aorta appear for the most part to be normal, healthy 
individuals. Indeed, some excellent athletes have 
had this defect without ever being aware of its 
presence. Therefore, it was not surprising to find 
that 19 of the 70 patients were asymptomatic and 
that 23 were practically asymptomatic when they 
came to operation. Of those people presenting 
symptoms, easy fatigability and dyspnea on exertion 
headed the list. Headache, aching or tiredness in the 
calves, and palpitation were the next commonest 
symptoms, followed in close order by cold feet, pre- 
cordial distress, dizziness, tachycardia, and blurred 
vision. A few patients presented multiple symptoms, 
while others had to be questioned in detail before 
admitting to some of the foregoing symptoms. 

The diagnosis of coarctation of the aorta is easily 
made and requires no special laboratory procedures. 
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It is necessary, however, that one think of the 
diagnosis when examining a young person who has 
hypertension. It is the authors’ opinion also that 
angiocardiography adds little in helping to establish 
the diagnosis and need not be used. Patients with 
coarctation of the aorta should not be denied the 
benefits of surgical treatment because of advanced 
age, myocardial conduction defects, previous cere- 
brovascular accidents, or previous congestive failure. 
Resection of the strictured segment of aorta with 
end-to-end anastomosis is the treatment of choice. 
In the authors’ study of 70 cases of coarctation of 
the aorta in which surgical exploration was per- 
formed, 11.4 per cent were found to be inoperable 
at the time of exploration, while the mortality rate 
was 7.1 per cent. However, in the last 55 cases ex- 
ploration has been performed without any deaths. 


Transposition of the Aorta and Pulmonary Artery. 
Maovrice CAMPBELL and S. Suzman. Circulation, 
1951, 4: 329. 

Most cyanotic children with congenital heart 
disease have a diminished blood flow to the lungs 
(pulmonary oligemia). Some show increased shad- 
ows around the hilum and out into the lung fields, 
often with large right and left pulmonary arteries, 
with striking pulsation there and even in the smaller 
branches to the periphery. These changes are some- 
what like those seen in atrial septal defects in acyano- 
tic cases, and indicate increased pulmonary blood 
flow (pulmonary pleonemia). 

In addition to the large left to right shunt, there 
is an extra factor giving rise to a right to left shunt 
and to the cyanosis in these children. This extra 
factor generally consists in complete or partial 
transposition of the aorta and pulmonary artery, 
with a septal defect that is usually ventricular. 

The prognosis is poor, with death of patients in the 
first few months. If, however, the septal defects are 
large enough for adequate mixing of the blood of 
both sides of the heart, so that the child survives 
infancy, there is no reason why it should not survive 
much longer. Of 400 children with cyanotic con- 
genital heart disease, 25 with pleonemic lungs were 
believed to have complete or partial transposition 
of the aorta and pulmonary artery. 

Six children had cardiac catheterization. In 3, the 
oxygen saturation of the pulmonary artery was much 
higher than that of the aorta, which proved that, 
functionally at least, there was transposition. In the 
other 3, this diagnosis was supported indirectly. 
Angiocardiography proved that the aorta arose from 
the right ventricle in 2 children, in one of whom it 
occupied the position normally occupied by the 
pulmonary artery. In the others, the aorta probably 
overrode both ventricles. In all these cases there was 
evidence that the pulmonary artery arose from the 
left ventricle, either wholly or in part. 

In these cases of transposition, cyanosis is as severe 
as in Fallot’s tetralogy. The hemoglobin, however, 
is not so often over 140 per cent. There is often an 
unusual degree of dilatation of the veins over the 


dorsal aspect of the fingers. This may be suggestive 
of the transposition. A systolic murmur, generally 
maximal on the left side, in the pulmonary area, is 
present in two-thirds of the cases. A thrill may ac- 
company this, but much less frequently than in 
Fallot’s tetralogy. A diastolic murmur, generally 
maximal in the pulmonary area, is present in one- 
fourth of the cases. An important physical sign is 
the quality of the pulmonary second sound, which 
is loud and booming, and may be palpable. This alone 
may be enough to exclude Fallot’s tetralogy. The 
heart is larger than it is in Fallot’s tetralogy, and is 
of a different shape. The pulmonary arc is typically 
concave. The right ventricle is nearly always en- 
larged on radioscopy, and there may also be an 
increase in size of the left ventricle. 

Three main features are found in the lung fields: 
(1) general mottling and increased density; (2) dila- 
tation of the pulmonary arteries and their branches; 
(3) expansile pulsation. 

Right ventricular preponderance is the rule. Often 
a large pointed P wave is seen in lead II, so that the 
electrocardiogram is very like that seen in Fallot’s 
tetralogy. 

When there is a heavy collateral circulation to the 
lungs, the diagnosis may be difficult. Collateral 
circulation shows as an increase of linear markings 
in the lung fields. In contrast, cases with transposi- 
tion show patchy shadows, often with clearly de- 
fined edges, with expansile pulsation or changing 
density on fluoroscopy. These changes are pathog- 
nomonic of increased pulmonary blood flow; in a 
case with central cyanosis, they generally indicate 
partial or complete transposition of the aorta and 
pulmonary artery. SAMUEL Kaun, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Varices of the Esophagus (Les varices oesophagiennes). 
MarceEt Bromsart. Acta gastroenter. belg., 1951, 14: 
637. 

The author reviews briefly the pathogenesis of 
esophageal varices. Eighty per cent of the cases are 
caused by liver cirrhosis; other causes include throm- 
bosis of the portal or splenic veins, hepatic malignan- 
cies schistosomiasis, and splenomegaly in leucemia. 

The writer emphasizes the diagnostic importance 
of early roentgenography of the esophagus. In many 
cases the roentgenologic demonstration of esophageal 
varices is the first sign of a disturbance in the portal 
circulation and is found before any clinical symp- 
toms of cirrhosis or thrombosis appear. 

To illustrate this statement 1 case is reported and 
discussed in detail. A patient of 61 years had suf- 
fered several attacks of severe hematemesis in the 
course of 3 years. Repeated clinical observations 
and roentgenograms of the stomach and duodenum 
by 4 different radiologists were essentially negative. 
The author succeeded in demonstrating the presence 
of extensive esophageal varices. A subsequent 
biopsy of the liver revealed severe cirrhosis in the 
very small and hard organ. 
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The technique of roentgenography of the esopha- 
gus is described in detail. 
WERNER M. Sotmitz, M.D. 


Complications and Surgical Treatment of Hiatus 
Hernia and Short Esophagus. Donatp B. 
EFFLER and CHARLES S. BALLINGER. J. Thorac. 
Surg., 1951, 22: 235. 

Hiatus hernia is commonly classified into 3 main 
groups: (1) paraesophageal hernia, (2) pulsion type 
of hernia, and (3) short esophagus with thoracic 
stomach. 

A sharp distinction should be made between true 
hernias of the paraesophageal type or of the pulsion 
type and the thoracic stomach associated with a 
short esophagus. Whereas the symptoms of true 
hiatus hernia are very variable in character and de- 
gree, the complications are clearly defined. They 
can be classified under 3 heads: (1) bleeding (occult 
or massive), hematemesis, or melena, (2) peptic ul- 
cer, and (3) volvulus. 

No relation apparently exists between tl ¢ size of 
the hernia and the severity of the symptoms. Nor is 
the size of the hernia alone an indication of the type 
of treatment advisable. Specific indications for sur- 
gical repair are variable. The presence of one or 
more of the complications listed is an indication for 
surgical repair. 

The symptoms produced by a short esophagus 
with a thoracic stomach may parallel those of hiatus 
hernia. Three complications are attributable to the 
short esophagus also: (1) stricture, (2) bleeding (oc- 
cult or massive), hematemesis or melena, and (3) 
peptic ulcer, gastric or esophageal, penetrating or 
perforating. 

Dysphagia is the most common symptom asso- 
ciated with a short esophagus. 

Thirty-six patients with paraesophageal or pul- 
sion type hernia have been operated on, with recov- 
ery complete and uneventful in all of the cases. Un- 
less the structural defect is corrected in cases with 
short esophagus and thoracic hernia, any other form 
of therapy must be considered as merely palliative. 
Two methods of surgical treatment are suggested. 

SAMUEL Kaun, M.D. 


A Physiologic Operation for Mega-Esophagus: Dys- 
tonia, Cardiospasm, Achalasia. OwEen H. WAn- 
GENSTEEN. Ann. Surg., 1951, 134: 301. 


This is essentially a report of what the author con- 
siders a physiologic operation for mega-esophagus. 
The following operative procedures are available to 
the surgeon: (1) manual dilatation of the esophageal 
orifice through a gastrostomy incision (Mikulicz), 
open cardioplasty (Wendel), extramucosal myotomy 
(Heller), lateral esophagogastric anastomosis (Hey- 
rovsky), the esophagogastric anastomosis employing 
the Finney pattern of plasty (Grondahl), and eso- 
phagoantral anastomosis with excision of the lower 
esophagus and entire acid-secreting area of the stom- 
ach with simultaneous pylorotomy (Wangensteen). 
He believes that the Heller operation as well as his 
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own procedure are acceptable operations for eso- 
phageal dystonia. He favors his own operation, 
which is done through a midline upper abdominal in- 
cision, accompanied by a median extrapleural split 
of the sternum extending into the fourth intercostal 
space. As a consequence of the operation, the tor- 
tuous redundant lower esophageal segment is 
straight, all the acid-secreting area of the stomach 
together with the mobilized redundant esophagus is 
excised, and extramucosal pylorotomy is done to in- 
sure satisfactory emptying of the residual gastric 
pouch, which is vagotomized in the procedure. 

Seven patients have been subjected to this opera- 
tion. This procedure obviates the esophagitis, which 
would otherwise ensue from loss of the functional 
terminal esophageal sphincter. He presents this ad- 
vantage over the Heller operation, the only other ac- 
ceptable operation for the mega-esophagus, that it is 
accompanied by a more constant reduction in the 
size of the atonic esophagus. The term of dystonia is 
preferred as a suitable descriptive designation for 
mega-esophagus. 

The author presents a tabulated review of the 
functional results, which indicates that excellent 
results were obtained in 5 patients. The results in 
other cases were as follows: good in 1 case, fair in 1, 
esophagitis after the operation in 1, none in 1, and 
some narrowing at the anastomosis in 1 case de- 
scribed as having a good functional result. 

LERoy J. Kiernsasser, M.D. 


Observations as to the Etiology and Treatment of 
Achalasia of the Esophagus. Earte B. Kay. 
J. Thorac. Surg., 1951, 22: 254. 


The physiopathology of achalasia of the esophagus 
is not clearly understood. At present, it is generally 
accepted that a cardiac sphincter as such does not 
exist, but that there is a closing mechanism at the 
cardia produced by the slinglike action of the inner 
and oblique muscle layers of the stomach partially 
encircling the cardia. Experimental observations 
suggest that this mechanism, in conjunction with 
the septum between the esophagus and cardia on the 
left side, is probably more important in preventing 
regurgitation than it is in participating in the act 
of deglutition. The cardia appears to be in a state 
of relaxation, except when the stomach is distended. 
Examination of the cardia of patients with achalasia 
elicits no abnormal findings. The junction between 
the esophagus and cardia also appears normal. There 
is, however, generalized hypertrophy of the esopha- 
geal musculature and particularly of the circular 
muscle of the terminal esophagus. 

Extraesophageal lesions, such as deformity of the 
“liver tunnel” with kinking of the esophagus, 
periesophageal fibrosis, inco-ordination of the dia- 
phragmatic crura, phrenospasm, and failure of the 
diaphragmatic pinchcock to open during the process 
of deglutition have all been proposed as causes of 
the obstruction. 

There is evidence to show that when there is de- 
generation, reduction, or absence of the ganglion 
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cells in Auerbach’s plexus, a preponderance of sym- 
pathetic control develops, muscular inco-ordination 
is impossible, and the circular fibers become con- 
tracted and hypertrophied to the degree that they 
cause esophageal obstruction with secondary esoph- 
ageal dilatation and hypertrophy above. This ter- 
minal esophageal obstruction can be adequately re- 
lieved by dilatation or by severing of the hypertro- 
phied circular muscle in the terminal esophageal 
constriction or sphincter. SAMUEL Kaun, M.D. 


The Treatment of Cardiospasm: Analysis of a 
12-Year Experience. ArTHUR M. OLSEN, STUART 
W. Harrincton, HERMAN J. MOoOeERsScH, and 
— A. ANDERSEN. J. Thorac. Surg., 1951, 22: 
164. 

The cause of cardiospasm is not known and hence 
a truly rational approach to the treatment of this 
disease has not been evolved. Whether there is act- 
ual spasm at the physiologic sphincter of the lower 
part of the esophagus or whether the cardia merely 
fails to open is debatable. Whatever the cause of this 
disease may be, the present methods of treatment 
are directed toward the relief of obstruction at the 
cardia. 

The authors’ study and experience with 601 cases 
at the Mayo Clinic have led to the formulation of 
certain opinions and conclusions. These are as fol- 
lows: 

1. Exact diagnosis is important. Cardiospasm 
must be differentiated from diffuse spasm of the eso- 
phagus. Diffuse spasm does not respond favorably 
to either hydrostatic dilatation or surgical treatment. 

2. Hydrostatic dilatation at present is the treat- 
ment of choice for most patients with cardiospasm. 
Relief of dysphagia for periods of from 4 to 16 years 
was obtained from a single course of dilatation in 
60.1 per cent of the 452 traced cases. If they are 
given the opportunity of treating a second time the 
patients for whom an initial course of treatment by 
hydrostatic dilatation did not permanently relieve 
dysphagia, the percentage of satisfactory results can 
be increased to 75 per cent. However, if satisfactory 
results are not obtained with two courses of hydro- 
static dilatation, additional treatment is likely to be 
of little avail. It must be anticipated that about 20 
per cent of the patients cannot be permanently re- 
lieved by dilatation. 

3. Successful dilatation in the case of properly 
diagnosed cardiospasm depends on (a) accurate 
placement of the dilator in the cardia, and (b) severe 
forceful dilatation of the physiologic sphincter by an 
expanding dilator. A previously swallowed thread 
permits accurate placement of the dilator and adds 
to the safety of the patient. 

4. Surgical treatment should be considered for 
those patients who fail to respond to two or three 
courses of dilatation therapy. Every effort should 
be made to carry out surgical treatment before 
marked changes in the esophageal wall have taken 
place. Less favorable results can be expected when 
surgical therapy of the advanced cases is undertaken. 


5. Surgical correction of cardiospasm may destroy 
the sphincteric property of the cardia. The regurgi- 
tation of gastric secretions may result in peptic eso- 
phagitis and account for poor surgical results. 

6. The Heller operation appears to be the most 
advantageous surgical procedure. This procedure 
permits the cardia to retain some of its sphincteric 
property. 

7. If the Heller operation is not feasible and one 
of the operations is performed which destroys the 
sphincteric action of the cardia, then an effort must 
a to reduce the acid production of the stom- 
ach. 

8. The results of the surgical management of car- 
diospasm at the clinic have not been very favorable 
for two reasons: 

1. Most of the patients selected for surgical treat- 
ment had far advanced cardiospasm for which dila- 
— therapy was impossible or had failed to give 
relief. 

2. Most of the operative procedures carried out 
permitted reflux of the gastric secretions into the 
esophagus. 

The passage of time has given the authors an op- 
portunity to determine the late results in most of 
their cases. Peptic esophagitis and ulceration were 
responsible for most of the poor results. 

9. Treatment of cardiospasm, either by hydro- 
static dilatation or by surgical means, can be carried 
out with little risk. 


Carcinoma of the Esophagus: A Clinicopathologic 
Study. Harry M. Burcess, ARCHIE H. BAGGEN- 
stoss, HERMAN J. Moerscu, and O. THERON 
Ciacett. Surg. Clin. N. America, 1951, 31: 965. 


Carcinoma of the esophagus has stimulated the in- 
terest of internists, endoscopists, surgeons, and pa- 
thologists for many years, and as a result of their com- 
bined efforts considerable progress has been made in 
the handling of this disease. Unfortunately, the dis- 
ease still has a poor prognosis, but at least it is now 
feasible to attempt surgical cure in from 20 to 30 per 
cent of the cases. The problems in dealing surgically 
with this lesion have been many and difficult. 

Advances in anesthesia, the use of chemotherapy 
and antibiotics, supportive measures, and awareness 
of the symptoms which suggest the diagnosis have 
all played significant roles in combating this lesion 
surgically. Because of the interest which has pre- 
vailed in the surgical treatment of this lesion in the 
last decade, it was considered that it might be possi- 
ble to review the autopsies in cases of carcinoma of 
the esophagus at the Mayo Clinic. 

Eighty-eight cases of carcinoma of the esophagus 
were studied at autopsy. Seventy of the lesions were 
squamous cell carcinomas, and 18 were adenocarci- 
nomas involving the lower end of the esophagus. 
Lesions in the upper third of the esophagus were sus- 
pected and diagnosed clinically with more accuracy 
than those in the middle and lower thirds. Positive 
findings were noted at the time of esophagoscopic 
examination in all patients, and histologic verifica- 
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tion of the lesion was obtained in 83 per cent of the 
cases in which biopsy was attempted. Among 60 
cases with roentgenologic examination there were 6 
false negative reports, an incidence of to per cent. A 
positive family history for carcinoma was obtained 
in 22.8 per cent of the patients having squamous cell 
carcinoma, and in 5.5 per cent of the patients having 
adenocarcinoma. In the group with adenocarcino- 
mas of the lower third of the esophagus there were 2 
cases with associated hiatal hernias. There were 4 
cases with an associated separate malignant lesion as 
well as an esophageal squamous cell carcinoma. 

Of the squamous cell carcinomas, 78.4 per cent oc- 
curred in men with an average age of 57 years. The 
average age of the women patients was 54 years. In 
the women 56 per cent of the squamous cell carcino- 
mas were in the upper third of the esophagus. In the 
men to per cent of the squamous cel] lesions were in 
this location. Of the squamous cell carcinomas, 80 
per cent were either grade 3 or 4. Of the 88 patients 
with carcinoma of the esophagus, 78.4 per cent had 
nodal or distant visceral metastatic growths at the 
time of autopsy. In 9.1 per cent the lesion involved 
adjacent tissues. In 12.5 per cent the lesion was con- 
fined to the wall of the esophagus. Of 23 patients 
with squamous cell carcinoma on whom autopsy was 
performed in 1938 or later, 82.6 per cent had nodal 
or distant visceral metastatic growths at the time of 
autopsy. In the upper third of the esophagus more 
squamous cell lesions are confined to the wall of the 
esophagus and adjacent tissues (33.3 per cent) than 
in the middle third (28.1 per cent) or lower third 
(8.7 per cent). Distant visceral metastatic growths 
were found most frequently when the lesion involved 
the lower end of the esophagus. Cervical lymph 
nodes were involved most frequently when the lesion 
was in the upper third of the esophagus. Abdominal 
lymph nodes were involved most frequently when 
the growth was in the lower third of the esophagus. 

Fifteen cases of squamous cell carcinoma were 
studied for microscopic intramural spread beyond 
the gross evidence of tumor. In 8 cases this exten- 
sion was I cm., in 4 it was 2 cm., in 2 it was 3 cm., 
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and in 1 it was 4cm. This suggests that the surgeon 
should carry his resection well beyond the gross con- 
fines of the tumor. 


MISCELLANEOUS 


A Chloride-Testing Paper for Clinical Use by 
Untrained Persons. Joun Devine. Med. J. 
Australia, 1951, 2: 264. 

The importance of measuring urinary chlorides as 
an index of chloride balance has recently been em- 
phasized by many authors, particularly because of 
the expense and time involved in the estimation of 
plasma chlorides. Urinary chlorides are of decided 
value in keeping a patient in ‘“‘chloride balance.” 

The author presents the following method because 
of the rapid estimation it makes possible of chlorides 
in the urine, spinal fluid, and plasma, by nurses or 
untrained personnel. Patients have also been in- 
structed in its use when indicated to adjust their diet 
for chloride content. 

When this procedure is employed, the estimation 
of the chloride content in urine or other fluids is made 
by simply tearing a small piece of indicator paper 
from a book, dipping it into the fluid, and noting the 
— required for paper to change from brown to 
white. 

The paper commercially available is such that if a 
change occurs in 5 to 6 seconds, the sodium chloride 
content is 0.3 per cent; if sooner, a concentration of 
over 0.3 per cent exists. A color change at 14 seconds 
indicates a concentration of 0.2 per cent, and at 48 
seconds, o.1 per cent. Care must be taken that the 
paper is kept from prolonged exposure to sunlight, 
and that it be absolutely dry before being placed in 
the fluid to be tested. Temperature variations 
within the usual range exert no appreciable difference. 

This paper has been commercially developed un- 
der the name of ‘‘Chlorest Paper A.”’ Water-soluble 
silver chromate sparingly precipitated into filter 
paper is the basis for this reaction, its concentration 
changes being based on the law of mass action. 

C. FREDERICK KitTLe, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Recurrence Rates of Lateral Inguinal Hernia in 
Adults. Stic Borcstrém. Acta chir. scand., 1951, 
IOI: 429. 

Seven hundred and forty-four patients, 25 years 
of age or older, who had been operated upon for a 
unilateral indirect inguinal hernia, and in whom no 
postoperative complications occurred, were re- 
examined by means of a questionnaire. The period 
of observation varied from 1 to 14 years. 

In this material there was a recurrence rate of 12 
per cent. Fifty-five per cent of these recurrences 
developed within 1 year of the operation, and 87 per 
cent within 5 years. 

No relationship between the age or weight of the 
patient and the incidence of recurrence could be 
demonstrated. However, the author presents statis- 
tics to prove that those patients doing manual labor 
have a lower recurrence rate than those doing non- 
manual labor. He presents statistics showing a 
nigher recurrence rate in patients with a shorter 
period of recumbency, when the operation is per- 
formed by a less experienced surgeon and when the 
method of repair involves suturing the muscle be- 
hind the cord rather than in front of it. In both 
manual and nonmanual workers an increased re- 
currence rate is found with an increase in the con- 
valescence period. Ety Exuiort Lazarus, M.D. 


GASTROINTESTINAL TRACT 


Experimental Hyperfunction of the Gastric An- 
trum with Ulcer Formation. Lrster R. Drac- 
STEDT, HARRY A. OBERHELMAN, JR., and Curtis A. 
SmitH. Ann. Surg., 1951, 134: 332. 


When the antrum of the stomach is transplanted 
to the side of the transverse colon as a diverticulum, 
a profound increase in gastric secretion is found in 
dogs. This increase in gastric secretion is due to the 
excessive or long-continued production of a humoral 
agent, gastrin, since it occurs if all of the nervous 
connections between the antrum and the stomach 
have been divided. Transplantation of the antrum 
of the stomach into the colon with reconstruction of 
intestinal continuity by gastrojejunostomy resulted 
in the production of large stoma ulcers in 80 per cent 
of the animals operated upon. When gastroduo- 
denostomy was substituted in this procedure for 
gastrojejunostomy, stoma ulcers occurred in only 20 
per cent of the animals operated upon. 

When the entire stomach was isolated from con- 
tinuity with the intestinal tract and its vagus in- 
nervation interrupted, a meager secretion of gastric 
juice was produced. Animals so treated may be kept 
for many months or indefinitely without the pro- 
duction of ulcers in the isolated stomach. When the 
antrum is removed from the isolated stomach, how- 


ever, and transplanted into the colon as a diver- 
ticulum, gastric secretion is markedly increased and 
ulcers regularly develop in the isolated stomach, and 
many undergo progress, hemorrhage, and perfora- 
tion in a relatively short time. 

There is no evidence yet available to indicate that 
hypersecretion of gastric juice in patients with duo- 
denal ulcer is due to antrum hyperfunction, al- 
though this possibility should be kept in mind. 

In the discussion of this article, WALTMAN 
WALTERS entered into the clinical application of the 
value of vagotomy in the treatment of peptic ulcer 
and made the point that the interval after vagotomy 
is important in any study. In Dragstedt’s reply he 
emphasized that his group is still enthusiastic about 
vagotomy and has employed it in approximately 740 
patients in his clinic. The clinical results that are 
being obtained at present are more satisfactory than 
they were at the time when the early results were 
reported. The point was made that in both clinical 
patients and experimental animals Dragstedt has 
been unable to secure evidence of regeneration of the 
secretory fibers in the vagus nerves after complete 
division. Quantitative measurements of both acid 
concentrations and volume of secretion are impor- 
tant to the accurate measurement of the profound 
reduction in secretion produced either by removal of 
the antrum or by division of the vagus nerves. Fail- 
ure to make quantitative ascertainment of the 
amount of acid put out by the stomach is probably 
the chief reason for the divergent opinions regarding 
the immediate and late effect of vagotomy on gastric 
secretion in patients with duodenal ulcer. 

Haroip Lavurman, M.D. 


Pulmonary Complications of Cardiospasm. ARNOLD 
S. BREAKEY, CHARLES T. Dotter, and ISRAEL 
STEINBERG. NV. England J. M., 1951, 245: 441. 


Cardiospasm complicated by pulmonary disease 
has been studied in 63 cases, 17 of which are reported 
for the first time. It is evident that the aspiration 
of material from the dilated food-filled esophagus, 
especially at night, may cause serious pulmonary 
lesions such as pneumonia and lung abscess, or even 
sudden asphyxia. These lesions cannot be expected 
to respond permanently to therapy unless attention 
is directed toward the elimination of the fundamental 
lesion, the cardiospasm itself. 

Cardiospasm is a treatable disease. The present 
study indicates the desirability of early diagnosis and 
definitive therapy. 

The association of cardiospasm and pulmonary 
disease due to aspiration is sufficiently common to 
warrant its re-emphasis. It is urged that the esopha- 
gus always be examined when pneumonia, non- 
specific pulmonary infiltration, lung abscess, or 
pulmonary lesions of obscure etiology occur. 

Baron, M.D. 
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Chronic Gastritis; Some Pathologic and Roent- 
genologic Aspects, with Particular Reference to 
the Atrophic Variety. Kai SETALA. Ann. chir. 
gyn. fenn., 1951, 40: 79. 

Atrophic gastritis is an important lesion because it 
may have some bearing on the development of gastric 
carcinoma. As the author points out, atrophic 
gastritis is not a disease entity, and its extent and 
location vary greatly from case to case. Neither its 
anatomic or physiologic appearance is consistent 
enough to afford a basis for a correct roentgenologic 
diagnosis. The present article is intended merely as 
a basis and a motivation for further investigation on 
the roentgenological diagnosis of this disease entity. 

Exy Lazarus, M.D. 


Experimental Gastrojejunal Ulcers Due to Antrum 
Hyperfunction. Lester R. Dracstept, Harry A. 
OBERHELMAN, JR., and Curtis A. SmitH. .Arch. 
Surg., 1951, 63: 298. 

Transplantation of the antrum of the stomach 
into the side of the colon as a diverticulum produces 
a sustained hypersecretion of gastric juice in the dog. 
Typical, large, progressive, gastrojejunal ulcers 
developed in 5 of 6 animals in which the antrum was 
transplanted into the colon and intestinal continuity 
was re-established by gastrojejunostomy. These 
experimental ulcers displayed the characteristics of 
hemorrhage, progression, and perforation seen in 
clinical lesions. The mechanism probably responsible 
for these findings is based upon the fact that the 
antrum, as a source of gastrin, may be made to 
function as an endocrine organ. 

Harorp LaurMan, M.D. 


The Effect of Various Surgical Procedures Upon the 
Acidity of the Gastric Contents of Ulcer Pa- 
tients. Douctas A. FarMER, CHESTER W. Howe, 
J. PorELL, and Recinatp H. SmiTHWICcK. 
Ann. Surg., 1951, 134: 319. 

The quantity of acid in the gastric contents was 
tested in a series of individuals with and without 
duodenal ulcer by means of insulin, beef broth, and 
histamine stimulation. The quantity was found to 
be greater in ulcer patients than in normal in- 
dividuals following such stimulation. The most 
striking difference was noted under fasting condi- 
tions. In addition to the volume of acid, the hy- 
drogen ion concentration was found to be higher in 
duodenal ulcer patients than in normal individuals. 
The findings in patients who had developed gastro- 
jejunal ulcers following various operations for 
duodenal ulcer were similar to those in patients with 
untreated duodenal ulcers, although the quantity of 
free acid was slightly lower on the average. In 1 
case of gastrojejunal ulcer, however, there was no 
free acid in the fasting gastric contents and the 
amount of acid was far less than normal under 
stimulation. 

Resection of an estimated 50 per cent of the 
stomach combined with vagotomy resulted in a 
marked reduction in both the quantity of free acid 
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and hydrogen ion concentration in the gastric con- 
tents. The effect of this combined prodecure and of 
subtotal resection alone on both the quantity of free 
acid and hydrogen ion concentration was more 
marked than that following vagotomy plus posterior 
gastroenterostomy. 

The effect of removal of more than one-half of the 
stomach combined with vagotomy appears to be no 
greater than that of an estimated 50 per cent re- 
moval of the stomach with vagotomy. However, 
removal of an estimated one-third of the stomach 
combined with vagotomy was considerably less 
effective. 

It appears that the results following removal of 
approximately 50 per cent of the stomach combined 
with vagotomy are superior to those following more 
radical resections with or without vagotomy. The 
follow-up study extends over a period of 3 years. 

Harotp LaurMan, M.D. 


Surgical Intervention in Hematemesis and Melena 
Due to Gastric and Duodenal Ulcer. ALLan 
GamMMELTOFT. Acta. chir. scand., 1951, 101: 379. 


Meulengracht’s introduction of the free-feeding 
method (during 1935) in the treatment of bleeding 
gastric and duodenal ulcers changed the prognosis in 
this disease. Whereas prior to this time the mortal- 
ity figures reported had been as high as 70 per cent, 
in Meulengracht’s latest report on 1,031 patients 
treated by the free-feeding method, the mortality is 
given as 2.6 per cent. Recent reports by other 
British and American authors dealing with medically 
treated bleeding ulcers and use of the Meulengracht 
method show mortality rates of 8 per cent or more. 
The results obtained by the physicians have been 
very striking, and the future task of the surgeon 
should be only to assist the physicians in further 
lowering their mortality rate. 

The author’s article is based upon a study of 110 
patients who were treated during the years of 1947 
and 1948 in the Postgraduate Medical School, Uni- 
versity of London, Hammersmith Hospital. The 
medically treated as well as the surgically treated 
bleeding ulcers are discussed. Roentgenographic 
examination and gastroscopy, or operation and post- 
mortem examination, proved all lesions to be ulcers. 
The Meulengracht method of feeding was followed 
in the treatment of patients in the medical wards. 

There were 93 medically treated patients with 7 
deaths. All of these deaths occurred in patients 
whose ages ranged from 57 to 77 years. Four of the 
deaths in the medically treated patients occurred 
within 24 hours of admission, 1 patient died 8 days 
after admission following a massive hemorrhage, 1 
died 46 hours after admission following an acute 
hemorrhage, and 1 died just after anesthesia was 
started and prior to surgery. The remaining 86 
patients responded to medical treatment and were 
discharged. 

There were 17 surgically treated patients, with 3 
deaths. The ages of the patients who died following 
operative treatment were 64, 68, and 70 years. The 
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causes of death were pulmonary embolism, peri- 
tonitis, and cardiac infarction. The 14 patients who 
survived surgical treatment were discharged: With 
one exception, partial gastrectomy, using either the 
Polya, Billroth I, or Hofmeister method of anasto- 
mosis, was performed in each of the survivors. The 
one patient who was not so treated had a ligation of 
the splenic, and of the left gastric artery. 

In patients with hemorrhage so severe and massive 
that normal methods of resuscitation are without 
effect, there is no alternative but to attempt to 
arrest the bleeding by surgical methods. These 
cases are omitted from the author’s analysis of the 
cases of bleeding gastric or duodenal ulcer in which 
surgical intervention would be of any value. Co- 
incident perforation of a peptic ulcer with hemate- 
mesis is also an absolute indication for immediate 
operation. 

The two variables which the author considers of 
most importance in the medical or surgical manage- 
ment of a patient with bleeding duodenal or gastric 
ulcer are (1) age and (2) loss of blood, especially that 
amount lost before coming to the hospital. In 
patients over 50 years of age, there is a sharp rise in 
mortality, and all of the author’s fatal cases were in 
the older age group. 

The main object of surgery in the treatment of a 
bleeding gastric ulcer is, first of all, to arrest the 
hemorrhage, and next to prevent recurrence. The 
operation of choice will be a partial gastrectomy with 
removal of the ulcer, but (according to the skill of 
the surgeon and findings at operation) other pro- 
cedures may be carried out. 

It is concluded that some of the indications for 
surgery in patients with bleeding gastric or duodenal 
ulcers are: (1) age over 50, (2) previous hematemesis 
with an active ulcer, and (3) continued bleeding after 
admission to the hospital. Any two of these condi- 
tions occurring together constitute an indication for 
immediate operation. Continued pain under medical 
treatment, after a bout of hematemesis, is considered 
a borderline case. Since a bleeding episode can be 
expected at any moment, operation should be per- 
formed. An attempt to create a fixed time schedule 
for surgical treatment should be avoided. 

Jacos T. BRapsHER, JR., M.D. 


An Evaluation of 5 Years’ Experience with Vagot- 
omy in the Treatment of Chronic Peptic 
Ulcer. Epwin M. Mitter, AtvA Knicut, and 
Joun H. Otwin. Arch. Surg., 1951, 63: 303. 


A series of 100 vagotomies was critically reviewed 
from the standpoint of evaluation of the operation 
as a treatment of peptic ulcer. The authors con- 
clude that while vagotomy is by no means to be 
considered a substitute for gastric resection, it 
should be seriously considered as an alternative 
method of treatment which carries a lower mortality 
rate and offers results which at the moment seem 
comparable to those of gastric resection. Vagotomy 
is not considered favorably for the patient with 
chronic gastric ulcer unless the patient is in too poor 


a condition to warrant resection and the lesion is 
lying high in the fundus or cardia and has proved to 
be benign by biopsy. 

Vagotomy is indicated especially in the treatment 
of stoma ulcers that have followed either gastroen- 
terostomy or gastric resection, in which the element 
of obstruction is not a factor. It is to be especially 
recommended in those instances in which, because of 
the extreme degree of ulcerative change in the region 
of the first part of the duodenum, a closure of the 
duodenum would be unusually difficult or hazardous 
and, therefore, resection is considered too great a 
risk. There was no mortality in this series. 

Haroip Laurman, M.D. 


Multiple Adenopapillomas of the Stomach (Sui 
poliadenomi gastrici). BERNARDINO Rocco. Poli- 
clinico, sez. chir., 1951, 58: 221. 


Two cases of benign gastric neoplasm are reported. 
In view of the predominance of malignant tumors in 
the stomach, these benign newgrowths are always of 
a certain practical and scientific interest. 

The first case was that of a 62-year-old housewife, 
without history of excessive eating or drinking and 
without evidence of hereditary taint. Her symp- 
toms were a sensation of weight in the epigastrium, 
dyspeptic symptoms, pyrosis, and mild pains, with- 
out characteristic relationship to eating. They had 
been present for approximately a year. 

Roentgenologically, under residual filling, there 
were uncovered the typical shadow defects of intra- 
gastric growths. Operation confirmed the roentgeno- 
logic findings. The gastric mucosa was somewhat 
thickened, diffusely hyperemic, and with numerous 
hemorrhagic areas in the submucosa. Ten polyps 
were present, the majority being in the region of the 
antrum. They were partly sessile and partly pedic- 
ulated. Their consistency was soft and elastic. 

Histologically, the submucosa showed some in- 
flammatory changes with, particularly, hyperplasia 
of the lymphatic follicles. The polypous formations 
exhibited, in addition to the connective tissue stroma, 
closely packed, rounded, or ovoid epithelial cells in 
glandular arrangement. The cells were arranged in 
single layer, lining the glandular cavities. They were 
high cylindrical cells, with basally located nuclei. 
They exhibited numerous vacuoles which seemed to 
be empty optically. Their cytoplasm was slightly 
eosinophilic. All were contained by a delicate basal 
membrane. There were no mitotic figures. 

The second case was that of a 65-year-old farmer, 
again without history of personal excesses and with- 
out evidence of hereditary taint. 

Eight years previously this patient had begun to 
suffer from pyrosis, dyspeptic symptoms, epigastric 
sensations of weight, and, more recently, anorexia, 
loss of weight, and vague gastric pains which at 
times were relieved by eating. 

Roentgenologically, there was encountered an 
atonic, chronically inflamed stomach with rather 
sharply circumscribed shadow defects suggesting 
multiple polyposis. Here again there were palpable 


| 
| 
( 


SURGERY OF THE ABDOMEN 


at operation numerous soft, elastic masses within the 
stomach. At the lesser curvature was a firmer area, 
suggesting an area of infiltration about a fixed 
tumescence. In all, there were 17 of these intra- 
gastric newgrowths. 

Histologically, on the whole, the polyps were repli- 
cas of those in the first case reported; however, the 
mass at the lesser curvature disclosed, in addition to 
the characteristic findings of adenopapilloma, evi- 
dence of carcinomatous mutation. There was 
marked polymorphism of the glands. They were 
irregularly intermixed and the lining cells of the 
cavities were often pluristratified or even solidly 
massed. There was evidence, in places, of escape 
through the basal membrane. These epithelial 
lining cells showed dyschromia and dysmorphia of 
the nuclei; however, there was no evidence of secre- 
tory activity in these cells. The stroma also showed 
evidence of hypertrophy and hyperplasia, amounting 
to cirrhosis in some places. 

The author believes that in these cases of benign 
gastric polyposis the prognosis, even in the absence 
of evidence of a tendency toward malignant de- 
generation, is always reserved. When the diagnosis 
is made (early diagnosis is more commonly possible 
with the development of modern methods of examin- 
ing gastric function and morphology), the treatment 
is preferably surgical with more or less ample 
gastric resection. Joun W. Brennan, M.D. 


Modern Improvements in the Treatment of Malig- 
nant Lesions of the Stomach and Their Results. 
WALTMAN WALTERS. Surg. Clin. N. America, 1951, 
31: 977- 

According to the author many operations of 
greater magnitude on the stomach and an increasing 
number of total gastrectomies have extended the 
benefits of surgery to a larger percentage of patients 
who have had malignant lesions of the stomach dur- 
ing the past 9 or 10 years. 

Important factors which undoubtedly account for 
the recent increase in the magnitude of the surgical 
procedures and the marked reduction of the opera- 
tive risk are improvements in the preoperative and 
postoperative treatment and in the operative tech- 
nique. Briefly, this means hospitalization of the 
patient for a few days prior to the operation to re- 
duce the size of a distended stomach above an 
obstructing lesion, and to replace fluids and elec- 
trolytes lost as a result of vomiting and blood lost as 
a result of starvation or from bleeding from the 
lesion itself. These important measures carried out 
prior to the operation, the great improvement in the 
science of anesthesiology in the choice of proper and 
effective anesthetic agents and in methods of ad- 
ministration, the immediate care given to the pa- 
tient’s respiratory tract following operation (espe- 
cially bronchial aspiration), the judicious use of 
oxygen, the intravenous use of fluids, the administra- 
tion of electrolytes and blood subsequent to opera- 
tion, and the administration of antibiotics when 
necessary to control or prevent infection have all 
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contributed to lower the risk of operations on the 
stomach. There have also been improvements in 
surgical technique and a challenge of surgical cour- 
age. If in every surgical case the surgeon will carry 
on with the idea that a certain procedure, for example 
resection, can be done, that this is the only procedure 
indicated and that it will be done unless there are 
absolute, positive contraindications to it, it is sur- 
prising how many times a lesion which at first seems 
to be inoperable will be removed. In other words, 
with the recognition that total gastrectomy can 
always be done unless the lesion has penetrated 
beyond the stomach to vital structures which can- 
not be removed, the author believes that not only 
more total gastrectomies but also more subtotal 
gastrectomies will be performed. 

Earlier recognition of a small malignant gastric 
lesion gives the opportunity of increasing the bene- 
ficial results of surgical removal of the lesion. Roent- 
genologic examination of the stomach is the best 
method of determining the presence of a small gastric 
lesion. The author believes that every patient more 
than 45 years old who undergoes a routine physical 
examination, especially if there is a history of 
dyspepsia, should have a roentgenologic examina- 
tion of the stomach. This is particularly important 
if there has been a family history of malignant 
disease. Gastric analysis, a blood count, and a de- 
termination of the value for hemoglobin should be 
a part of this routine examination. Most gastric 
polyps, even though benign, are associated with 
either low gastric acidity or achlorhydria. The exact 
cause for the change from normal acidity is un- 
known, but it is probably on the basis of associated 
gastritis. Be that as it may, under such circum- 
stances the author considers that it is always advis- 
able to remove such polyps. It is his belief also that 
all patients more than 4o years of age who have 
chronic recurring gastric ulcer should be operated on 
not only because of the danger that the lesion is 
malignant but because of the low risk of operation, 
the excellent results, and the fact that practically 
none of the ulcers heal completely or remain healed 
after medical treatment alone. ‘Too many patients 
who have ulcerating cancers of the stomach, mas- 
querading as benign gastric ulcer, have delayed sur- 
gical treatment beyond the point at which complete 
removal of the lesion could be carried out. 

The gastroscopist will be the first to emphasize the 
fact that even in cases in which it is possible to ob- 
tain a small piece of the edge of the ulcer for biopsy, 
that small piece might give an erroneous impression 
of the nature of the lesion, especially if it is reported 
as benign. Moreover, there may be errors of inter- 
pretation of the appearance of an ulcerating gastric 
lesion which may seem to be healing under non- 
surgical methods, as the healing may be only granu- 
lation tissue or cancer tissue filling in the ulcer 
crater. 

One of the characteristics of most of the benign 
gastric tumors is their tendency to bleed. Fre- 
quently, weakness and anemia are the only symp- 
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toms which such lesions produce. Many of these are 
submucosal in location and small in size. On the 
other hand, some of them become large and can be 
palpated on abdominal examination. All should be 
removed, in the author’s opinion, as they not only 
bleed but they frequently ulcerate, and some, such 
as the leiomyomas, undergo malignant degeneration 
into leiomyosarcomas. Moreover, there have been 
cases of leiomyomas of the stomach in which metas- 
tasis to the liver has been reported. 

Probably the greatest development in surgical 
technique for extensive resection of the stomach has 
occurred in the performance of total gastrectomy. 
The operation is made easier by removal of the 
spleen whenever necessary. Whether or not the 
esophagus is anastomosed to the duodenum or to the 
jejunum and, if to the latter, whether the anastomo- 
sis is anterior or posterior to the transverse colon, 
are, in the author’s consideration, of little conse- 
quence provided that the anastomosis is made with- 
out tension. The addition of catheterization or two- 
way drainage around the esophagoduodenal or 
esophagojejunal anastomosis has been of great value 
for some of the patients have leakage from the anas- 
tomosis. Such drainage tubes and the localization 
of the area of contamination to one point which can 
be emptied by suction has been effective in pre- 
venting general peritonitis and has saved the lives of 
some patients. This is true especially when, in 
addition, the antibiotics have been used to counter- 
act the effects of localized inflammation. 

Even with these improvements the risk of total 
gastrectomy in most hands over the years will average 
twice that of subtotal gastrectomy, and in the 
absence of proof of its benefits over those of partial 
gastrectomy the author is encouraged to continue his 
belief that partial or subtotal gastrectomy will 
produce as good, if not better, results at a much 
lower risk provided the resection can be carried well 
beyond the microscopically proved extent of the 
carcinomatous process. 


The Pseudosyndromes of Complex Deficiencies Fol- 
lowing Gastrectomy (Les pseudo-syndromes ca- 
rentiels complexes aprés gastrectomie). ROGER 
CatraNn, Raout Carasso and PIERRE FRUMUSAN. 
Presse méd., 1951, 59: 1109. 


In a previous communication of Cattan et al. (Soc. 
Gastro-Entérol., 1949, p. 1168) the belief was ex- 
pressed that the postgastrectomy deficiency syn- 
drome described by Lambling et al. (Soc. méd. hép., 
Paris, 1949, p. 161), although newly reported, must 
in reality be an exceptional finding. 

Since this communication was published there has 
been hardly a month without the admission of pa- 
tients with the probable diagnosis of a grave defi- 
ciency disease. It would thus seem that in this 
matter expectations have been largely surpassed. 
However, in the great majority of these patients one 
is concerned not with a typical deficiency syndrome 
in the afore-mentioned sense but with a nutritional 
disorder of entirely different etiology. 


The original syndrome is reported as consisting of 
the clinical manifestations of progressive emaciation, 
diarrhea, edema, and anemia, and the biologic find- 
ings of marked lowering of the protein and lipid 
levels of the blood. 

The present report is concerned with 3 patients 
exhibiting typical clinical signs of the syndrome, but 
in whom the exact nature of the trouble was deter- 
mined, by careful studies, to be something else 
entirely. 

One of these patients, a 37-year-old male, was 
found to be suffering, 4 years after a gastrectomy for 
gastric carcinoma, from a clinical condition corre- 
sponding exactly to the afore-described deficiency 
syndrome. However, it was found that the real 
trouble was generalized carcinomatosis. Another 
patient, a 42-year-old woman, had undergone a sub- 
total gastrectomy for prepyloric ulcer. The labora- 
tory tests disclosed hypoglycemia. The patient had 
been living for a-‘number of months exclusively on 
bread and potatoes. With the regular hospital 
regime the edema rapidly disappeared and eventu- 
ally also the anemia. The body weight increased and 
at present the patient is complaining only of mild 
symptoms of hypoglycemia. The third patient, a 
54-year-old man, was operated on 3 years previous- 
ly; a subtotal gastrectomy was done for double ulcer 
of the stomach and duodenum. He had of late be- 
come increasingly addicted to alcohol and a biopsy- 
puncture, suggested by the laboratory findings, 
indicated an early cirrhosis of the liver. 

From these experiences the authors conclude that 
a dependence exclusively on clinical manifestations 
in these cases is not sufficient; biologic studies are 
indispensable. The typical syndrome as described 
by Lambling e¢ al. should disclose biologically a 
marked hypoproteinemia with lowering of the serum 
level and inversions of the serum/globulin values. 
There should also be found a notable hypolipidemia 
with lowering of the total cholesterol level, encom- 
passing both the free and the esterified fractions. 

All in all the authors admit that the poly-defi- 
ciency syndrome of Lambling e¢ al. is a grave com- 
plication of gastrectomy; however, they consider it 
to be of rather rare occurrence. 

Joun W. BRENNAN, M.D. 


Primary Carcinoma Occurring in Gastrojejunal 
Anastomosis (Carcinomi primitivi dell’anastomosi 
gastrodigiunale). L. D1 Domizio and P. Nanni 
Costa. Arch. ital. mal. app. diger., 1951, 17: 50. 


The authors describe the clinical and pathological 
characteristics of carcinoma involving gastrojejunal 
anastomosis. They present 3 cases observed by 
them. 

In one of these patients the condition was inop- 
erable; this patient had been subjected to a gastric 
resection for duodenal ulcer 5 years previously. The 
other 2 patients were subjected to extensive resec- 
tions with a satisfactory outcome. In 1 of these a 
gastric ulcer of the lesser curvature had been re- 
moved 7 years previously; in the other, a gastro- 
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enterostomy for duodenal ulcer had been performed 
26 years previously. 

Preoperative diagnosis is considered difficult, and 
treatment is surgical. A review of the literature re- 
vealed only 11 other reported cases. A table outlin- 
ing the important points in each case is presented. 

Lucian J. Fronputi1, M.D. 


Intestinal Volvulus Precipitated by Lead Poisoning. 
Report of 5 Cases. Knute E. BERGER and EINAR 
A. LunpBErRG. J. Am. M. Ass., 1951, 147: 13. 


Among natives of the highlands of Peru, volvulus 
is the cause of about 50 per cent of intestinal ob- 
structions. The 5 cases reported occurred in lead 
miners who worked at an altitude of 12,200 feet. All 
showed pronounced evidence of lead absorption and 
gastrointestinal plumbism. 

Four patients had sigmoidal volvulus and 1 pa- 
tient had ileocecal volvulus. Of the patients with 
sigmoidal volvulus, 2 were treated by primary resec- 
tion, end-to-end anastomosis, and proximal cecosto- 
my; I patient was treated with proximal cecostomy 
only; and in 1, derotation of the twisted loop was ac- 
complished by a barium enema. The patient treated 
with cecostomy died, and the authors caution against 
the use of cecostomy alone in the treatment of this 
condition. The patient with ileocecal volvulus was 
treated by laparotomy and manual derotation of the 
involved bowel. 

The authors conclude that intestinal volvulus may 
be precipitated by lead poisoning, especially in those 
instances in which a megasigmoid or other predispos- 
ing factor exists. FREDERICK W. Preston, M.D. 


The Treatment of Postoperative Intestinal Occlu- 
sion by Means of the Witzel Fistula (Sulla cura 
delle occlusioni intestinali post-operatorie con fistola 
sencondo Witzel). F. Stipa and G. D’OnorRIo. 
Policlinico, sez. chir., 1951, 58: 207. 

The present report is based on 5 patients with 
postoperative occlusion, operated upon during the 
year 1950 at the Ospedale di S. Spirito, Rome, Italy. 
Three of these had occlusions complicating appen- 
dectomies with drainage and the remaining 2 had 
occlusion following Miles’ operation for cancer of the 
rectum. Four of the patients recovered; the fifth 
died as a result of a progressive peritonitis. 

The impetus for the present report was given by a 
more numerous Statistical material from the service 
of the chief of the surgical division of the authors’ 
hospital, L. Urbani. This material consisted of 30 
cases, of which the majority were instances of 
appendectomy with drainage (tampon). All of the 
30 patients recovered and the cases are merely cited 
without details to save needless repetition. 

In all of the 35 cases reported the Witzel fistula 
was applied after exhausting medical measures, 
including continuous aspiration with the pernasal 
Miller-Abbott tube. 

The technique was essentially that of Witzel; the 
few deviations by the authors appear from a brief 
statement of the technique applied, as follows: 
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A small Nelaton catheter was used (9-10 Char- 
riére). The tube was invaginated into the wall of the 
loop of intestine chosen for the fistula by a 5 cm. 
line of seroserous interrupted sutures. Then at the 
distal end of this invagination tract a small opening 
was made through the intestinal wall with an electric 
knife. The slender catheter was introduced into the 
intestinal lumen through this opening for a distance 
of several centimeters. The tract of intestine con- 
taining the buried catheter is fixed to the edges of 
the operative wound in the peritoneum of the ab- 
dominal wall and the outer end of the catheter is led 
to the suction apparatus. The abdominal wall is 
closed down to the tract of emergence of the cathe- 
ter, without any other form of drainage. 

The deficits of chlorides and proteins are, of course, 
given proper attention. This combination of Witzel 
fistula and supplementary measures generally re- 
sulted in the recanalization of the intestinal tract in 
from 5 to 6 days’ time. The catheter was with- 
drawn after 10 to 12 days. The tiny Witzel opening 
always closed of itself. 

A series of 7 sketches in the original text clearly 
shows the technique. Joun W. Brennan, M.D. 


Ileus After Stomach Operations. Huco Hustin. 
Acta chir. scand., 1951, tor: 228. 


The author reviews the case histories of 1,222 pa- 
tients having subtotal gastric resections and 353 
patients having gastroenterostomies during a 22- 
year period from 1927 to 1948 in a Swedish Hospi- 
tal. Most of the gastrectomies were performed ac- 
cording to the Billroth II procedure so that the prox- 
imal end of the stomach was anastomosed to the in- 
testine, end-to-side along its entire breadth. The 
ascending loop of the jejunum was generally about 
50 cm. in length and the jejunum was isoperistalti- 
cally united with the stomach. An enteroanastomo- 
sis was usually made at about a distance of 15 to 20 
cm. from the gastroenterostomy. 

The causes of the postoperative ileus condition 
which were noted were mainly (1) edema at the site 
of the anastomosis, (2) internal herniation of por- 
tions of loops of the intestines, (3) faulty technique 
in the operative procedure, and (4) retrograde in- 
vagination of the afferent or efferent loops of the 
jejunum into the gastric pouch. The last disturbance 
was found only once in a fully developed form in 
this present series, but in a milder form it was found 
several times in patients complaining of postop- 
erative dyspeptic disturbances after they were close- 
ly questioned. 

The author suggests that the retrograde invagina- 
tion of the jejunal loop may be preceded by a condi- 
tion of abnormal peristalsis in the jejunal loop im- 
mediately adjacent to the stomach pouch. The 
author hypothesizes a contraction ring initiating the 
retrograde invagination by an abnormal peristaltic 
process. In 4 of the 5 patients in this series, the in- 
vagination had actually become an intussusception 
by progressing on through the ascending limb of the 
jejunum into the stomach, i.e., in the direction of the 
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peristalsis of this part of the intestine. The con- 
tracted portion of the intestine which has been in- 
serted through the gastroenterostomy stoma is 
seized by the normal peristalsis and carried on by it. 
F. Grimes, M.D. 


Benign Tumors of the Small Bowel. Joun D. Otson, 
Matcotm B. Dockerty, and Howarp K. Gray. 
Ann. Surg., 1951, 134: 195. 

Compared to other lesions found in the gastro- 
intestinal tract, benign lesions of the small bowel are 
very greatly outnumbered, but when diagnosed and 
successfully removed they afford a dramatic cure. 
The material used in this study was obtained from 
the division of surgical pathology of the Mayo 
Clinic, Rochester, Minnesota, and represents the 
years from 1911 through 1942. Each case record was 
carefully analyzed as to age, sex, symptoms, physical 
findings, and pertinent laboratory data, especially 
the results of roentgenologic examination of the small 
bowel if one had been done. The location of the 
tumor, as indicated by the surgeon, was recorded. 
The records and tissues in 77 cases of benign tumor 
of the small bowel have been reviewed both from 
clinical and pathologic standpoints. No autopsy 
material was used. Ten different types of benign 
neoplasms were found. There were adenomas, 
leiomyomas, fibromas, lipomas, accessory pancreatic 
rests, hemangiomas, and cysts, and, in addition, 1 
case each of lymphangioma, hematoma, and 
osteochondroma. 

The three main types of clinical symptoms en- 
countered were bleeding, symptoms of obstruction, 
and those referable to local irritation produced by 
the tumor. Bleeding was present in 16, or 42.1 per 
cent, of all the different types giving clinical evidence. 
It occurred with the greatest frequency in the cases 
of leiomyoma—in 78.6 per cent of the cases in that 
group in which there were symptoms. 

Obstruction was present in 14, or 36.8 per cent, of 
all the types giving symptoms. It tended to be 
associated most frequently with fibromas and 
lipomas, constituting 75 per cent of these lesions that 
produced clinical evidence. Among the 14 cases of 
obstruction, either intussusception was present, or 
there was sufficient evidence to indicate that it had 
recently occurred in 11, or 78.6 per cent. 

Symptoms referable to local irritability (either 
typical or atypical ulcer pain, indigestion, nausea or 
constipation) were present in 13, or 34.2 per cent, of 
cases of all types giving clinical evidence. These 
symptoms were most common in the adenomatous 
variety, in which they occurred in 54.5 per cent of the 
cases in which there were symptoms. 

For the entire series, the average age of the patient 
was 44.2 years. Males outnumbered the females in 
the ratio of 48 to 29, and in the group of adenomas 
the proportion was almost 3 to 1. The operative 
mortality rate for those operated on primarily for the 
tumor in the small bowel was 2.6 per cent. 

Carcinoid or argentaffine tumors were omitted 
from the study because of their malignant character. 


Postoperative Duodenal Fistulas Following Difficult 
Closures of Duodenal Stumps (Die postoperative 
Duodenalfistel nach schwer verschliessbaren Duo- 
H. UEBermutuH. Chirurg, 1951, 
22: 261. 


The majority of ulcers of the posterior wall of the 
duodenum penetrating into the head of the pancreas 
are not resectable. It is the author’s opinion that 
ambition of the operator should not force him to free 
or attempt the resection of such ulcers. The experi- 
ence of many is that dissection to the upper edge of 
the ulcer and, after that, deep exclusion are as effec- 
tive as the radical resection of penetrating ulcers of 
the posterior duodenal wall. The author believes 
that this method of deep exclusion can be done 
without difficulty or danger. He does not believe 
that pancreatic or bile duct injuries are valid argu- 
ments against deep exclusion. The wounds left by 
the excluded ulcers heal without difficulty and with- 
out hemorrhage. The method of deep exclusion is 
preferable to the high exclusion of Finsterer, which 
by the latest review of cases carries a mortality rate 
of 15 per cent and has fallen more and more into 
disrepute. 

In performing this procedure the ulcer of the 
anterior wall is removed to the healthy tissue and 
enough of the duodenum is freed to allow suture of 
the anterior wall to the posterior wall without ten- 
sion. A cuff on the posterior wall is not needed as the 
scarring on this wall is used in the suture to bring 
the anterior wall in approximation. 

Among 285 cases in which this deep exclusion type 
of operation was performed there was a mortality 
rate of 2.4 per cent. Three duodenal fistulas devel- 
oped after these 285 operations. None of the pa- 
tients with duodenal fistula died. 

Certain precautions were taken in order to pre- 
vent duodenal fistulas: the stump was closed without 
tension in several layers and the anterior wall was 
united to the pancreatic capsule. The type of suture 
material was not considered important. Since the du- 
odenal contents are only varyingly aseptic, without 
the proper precautions infection may lead to abscess 
of the stump and eventual leak regardless of the cov- 
ering. Back pressure in the descending duodenal 
loop may cause a leak in the suture line. This risk 
seemed to be greater when posterior gastroenteros- 
tomy was performed. Should a rupture of the stump 
occur it is converted into a duodenal fistula, since 
relaparotomy and later attempts to close such open- 
ings were without success. As a prophylactic meas- 
ure against rupture of the duodenal stump, the 
author used the gall bladder as a covering; this ne- 
cessitated a mobile and noninflamed gall bladder. 

In the duodenal stumps which were closed with 
difficulty and regarding which the author was con- 
cerned about leakage along the suture line, he used 
prophylactic right median drainage. The incision 
was small and an iodoform wick and rubber tube 
were brought out from the duodenal stump. The 
wick served to localize any infection which might 
occur and the rubber tube carried off secretions. 
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These were removed gradually. If there was drain- 
age from the duodenal stump the wound was packed 
open until the fistula closed and the wound was so 
packed as to promote healing from below upward. 
In his series the author had no wound dehiscences. 
An anterior gastrojejunal anastomosis was always 
used, as he believed this caused no obstruction and 
retrograde flow into the closed duodenal loop. Con- 
trary to the present day practice of early ambula- 
tion, the patients were kept in bed until the drains 
were removed, usually from 8 to 10 days. 
Jacos T. BRADSHER, JR., M.D. 


Carcinoma of the Vermiform Appendix. Joun R. 
HILSABECK, Epwarp S. Jupp, Jr., and Lewis B. 
Wootner. Surg. Clin. N. America, 1951, 31: 995. 


Primary adenocarcinoma of the appendix, ex- 
clusive of carcinoid, occurs so rarely that the aver- 
age surgeon may never be confronted with this 
problem. Very few reports have appeared con- 
cerning the proper treatment of this condition, and 
in none of these reports have the mode and incidence 
of spread of the malignant process been investigated. 
As a consequence, surgeons have lacked guidance as 
to the correct surgical procedures, and, for this 
reason, simple appendectomy, appendectomy with 
partial removal of the cecum, or radical hemi- 
colectomy have been employed in individual cases 
according to the immediate choice of the surgeon 
involved, and without knowledge of the fundamental 
principles. 

Isolated reports of cases indicate that some per- 
sons who have undergone simple appendectomy for 
carcinoma of the appendix have lived for many 
years afterward. This has led an occasional surgeon 
to hesitate to employ (and to hasten to criticize those 
who do employ) such a radical measure as complete 
right hemicolectomy with resection of the terminal 
ileum. On the other hand, simple appendectomy 
would appear inadequate if thorough investigation 
revealed that the zone of spread had not been 
removed. 

This clinicopathologic study was concerned with 
obtaining criteria for managing primary adenocar- 
cinoma of the appendix exclusive of carcinoid. It 
was undertaken with the assumption, borne out by 
the findings, that the simplest approach to this con- 
fusing subject was to classify and consider primary 
appendical adenocarcinoma as being made up of 
three distinct types, namely, (1) the carcinoid type, 
(2) the cystic or malignant mucocele type, and (3) 
the colonic type. The findings in 29 cases of the 
cystic or malignant mucocele type, and in 12 cases 
of the colonic type are presented. In g of the latter 
cases the carcinoma unequivocally arose from the 
appendix. In 3 cases of the colonic type, the malig- 
nant change was in an adenomatous polyp. Primary 
appendical adenocarcinomas of the carcinoid type 
were considered only briefly since more than 99 per 
cent are successfully treated by appendectomy. 

The study indicated that malignant mucoceles 
were a threat only when they were ruptured (pseu- 
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domyxoma peritonaei), and not always then. Avail- 
able data suggested that lesions of this type rarely, 
if ever, spread by the blood or lymph stream and 
rarely involve the mucosa or wall of the cecum or 
ileum by direct extension. The data in this series 
indicate that appendectomy suffices in most in- 
stances when pseudomyxoma peritonaei is not 
associated with the lesion in the appendix. When the 
latter complication occurs, the material should be 
scooped out, and postoperative roentgen therapy 
should be considered. In those cases in which a 
cecal mass presents and there is a question of the 
nature of the lesion, right hemicolectomy with re- 
moval of the terminal ileum seems to be the proce- 
dure of choice. 

The data obtained from reviewing cases of the 
colonic type showed that these lesions are the most 
feared. Their main danger lies in frequent spread to 
the cecum with subsequent dissemination via the 
lymph and blood streams. Cecal involvement had 
already occurred at the time of surgery in a third of 
the cases reported. When the cecum is involved and 
resection is possible, the right half of the colon and 
terminal ileum should be removed. 

The colonic type series, although small, suggests 
the following management: (1) appendectomy, if the 
lesion is limited to the mucosa and confined to the 
appendix, and (2) right hemicolectomy for all other 
lesions, whether confined to the appendix or not. 

Adenomatous polyps in which malignant changes 
have occurred can be handled satisfactorily by 
appendectomy, unless the stalk of the polyp has been 
invaded. In that case, right hemicolectomy appears 
to be the procedure of choice. 


Regional Colitis as an Acute Abdominal Emergency. 
T. J. BROwWNLEE. Brit. J. Surg., 1951, 38: 507. 


During the past 2 years the author has observed 3 
cases of regional colitis which came to operation as 
acute abdominal emergencies. On each occasion the 
site of the lesion was the distal end of the transverse 
colon. In no instance was a correct preoperative 
diagnosis made. So protean are the pathological 
changes in regional colitis that the presenting signs 
and symptoms are correspondingly most diverse. 

At operation in the first case, clear free fluid was 
present in the peritoneal cavity, and a mass involved 
the last 3 inches of the transverse colon. Here, the 
serosa was bright red in color and covered with 
flakes of fibrin. The segment was dilated, with fluid 
lying stagnant within the lumen. The bowel was 
thickened, but soft and friable. The mesocolon was 
slightly thickened and contained discrete, enlarged, 
soft, and elastic glands. The inflammatory changes 
gradually diminished at either end; the intense red- 
ness of the serosa gave way to mottling and the wall 
gradually thinned until the bowel became normal 
again. The terminal ileum and the colon proximal 
to the inflamed part were dilated, suggesting that a 
local ileus was present in this segment. The distal 
colon was normal, and no other pathologic process 
was found in the abdominal viscera. 
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At operation in the second case, clear fluid escaped 
from the peritoneal cavity; the cecum, ascending 
colon, and transverse colon were greatly distended; 
the small intestine was dilated to a lesser extent. The 
site of the obstruction was found to be in the trans- 
verse colon just short of the splenic flexure. Here 
the omentum was attached to the colon by inflam- 
matory adhesions. Although the lumen was be- 
lieved to be narrowed, the bowel wall was thickened, 
giving the impression of a soft cellular tumor of the 
bowel. There was no nodularity, nor were there any 
enlarged glands in the mesocolon; no distant metas- 
tases were found. The pelvic colon, which was 
easily examined, presented no abnormality, and pal- 
pation of the descending colon revealed no patho- 
logic change. 

The pathological report was as follows: 

Macroscopic. The specimen consists of a 3 cm. 
long segment of large bowel. The segment has an 


unusually narrow lumen and is particularly nar- © 


rowed about its middle; section shows that the wall 
is thickened, firmer than usual, and apparently re- 


placed by pale yellow material. The mucous aspect ' 


is roughened and apparently ulcerated. A small part 
of the attached fatty mesentery is normal. 

Microscopic. The mucous membrane has lost its 
glandular structure and is heavily infiltrated with 
polymorphs and round cells, the former being es- 
pecially numerous near the surface. The submucous, 
muscular, and subserous regions are irregularly over- 
run with polymorphs, round cells, fresh blood, and 
old blood pigment, while the subserous coat is greatly 
thickened by edema. No malignancy is present in 
the section. The condition is ulcerative colitis. 

At operation in the third case, the peritoneal 
cavity contained a copious amount of purulent fluid. 
The source of infection was found to be at the splenic 
flexure of the colon. Here the bowel (for 3 to 4 
inches) was the site of an angry inflammatory mass, 
soft and friable, and exuding pus from its surface. 
Dense inflammatory adhesions fixed the splenic 
flexure to the posterior abdominal wall. 

As in the case of regional ileitis, the author dis- 
tinguished 4 types of lesions: ; 

Type I. The early and acute phase, in which a 
small segment of reddened and thickened bowel is 
found, and a peritoneal reaction is present which 
gives rise to symptoms. 

Type II. The stage of mucosal ulceration giving 
rise to frequent stools containing mucus and blood. 

Type III. Narrowing of the intestinal lumen, due 
to fibrosis, leading to symptoms of intestinal ob- 
struction. 

Type IV. Abscesses and fistulas form, and pro- 
duce a variety of symptoms, according to their 
progress and spread. 

The cases reviewed aptly illustrate each type of 
lesion with the exception of Type II, and the absence 
of symptoms associated with this type of lesion has 
been a most significant feature. : 

Case I may be taken as an example of Type I, ex- 
hibiting a small segment of acutely inflamed trans- 


verse colon, bright red in color, thickened and dilat- 
ed, with enlargement of the related lymph glands. 
In such cases the thickening is due to edema affecting 
chiefly the submucosa and subserosa. Clinically, the 
features were those of generalized intestinal colic, 
with tenderness and rigidity over the affected colon 
which was palpable, and over which splashing could 
be elicited. The passage of blood per rectum was a 
noteworthy finding. When such changes affect the 
lower ileum a diagnosis of acute appendicitis is usual, 
while in this case mesenteric vascular occlusion or 
internal strangulation were thought to be the likeliest 
possibilities. Following a proximal colostomy, the 
local signs regressed completely and a later radi- 
ological examination showed that the colon was 
perfectly normal. This suggests that resolution of 
the inflammation had occurred without permanent 
organic damage. 

Case 2 is an example of Type III, in which stenosis 
is the outstanding feature. From the inflamed ap- 
pearance of the omentum at operation, and the 
abundance of polymorphs in the microscopic section, 
it seems probable that an acute exacerbation of the 
colitis precipitated the obstruction. The mucous 
membrane and the submucosa were strikingly af- 
fected, being infiltrated with numerous polymorphs 
and round cells, and the glandular structure of the 
mucosa had disappeared. The muscular coats were 
affected to a lesser extent, but the edema of the 
subserosa added to the thickness of the bowel wall. 

The extraordinary feature of this case is that such 
advanced changes should be present in the bowel 
without any history of intestinal upsets. Diarrhea 
with blood and pus might have been expected. The 
insidious character of the onset of regional or seg- 
mental ulcerative colitis has been stressed by other 
writers. 

Case 3, in which the features were general peri- 
tonitis associated with an acute inflammatory mass 
at the splenic flexure, is an example of Type IV. 

It seems likely that the train of events was as 
follows: 

In the course of a chronic symptomless stenosing 
regional colitis, an acute inflammatory reaction 
occurred, with the formation of a paracolic abscess 
which ruptured subsequently into the general peri- 
toneal cavity. At laparotomy, no actual perforation 
of the bowel was seen, and there was no fecal content 
in the peritoneal cavity. Two secondary exacerba- 
tions occurred, with similar abscess formation 8 
months and 11 months later. In the former the 
abscess discharged into the bowel lumen, and from 
there to the distal colostomy opening, and also 
tracked to discharge through the abdominal incision. 
In the latter, the abscess again burst into the bowel 
lumen and discharged per rectum on this occasion. 
During these attacks the patient presented the signs 
and symptoms of subacute intestinal obstruction, 
due in all probability to inflammatory adhesions of 
the small bowel occasioned by the paracolic abscess. 

The following conditions must be excluded: the 
dysenteries (by examination of the stools and the 
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serum agglutination reactions); ulcerative colitis 
(by the absence of a history of the typical blood- 
stained and pus-laden stools, the absence of lesions 
on sigmoidoscopic examination, and the extent of 
the lesion on barium enema examination); syphilis 
(by the negative serologic test); actinomycosis (by 
the absence of the fungus in the discharges); tuber- 
culosis, perhaps the most difficult (by the absence of 
tuberculous lesions elsewhere, and the site of the 
error in the bowel); diverticulitis (by the absence of 
the characteristic extralumenar shadows on barium 
enema examination); and carcinoma (by the ab- 
sence of the irregular filling defect and by evidence of 
obstruction on radiological examination). 

As valuable as these aids to diagnosis are, finality 
in the diagnosis is reached only when the affected 
bowel is examined pathologically after resection. 

The treatment suggested for the acute case of 
regional colitis is transverse colostomy with complete 
transection of the bowel, always provided that this 
will permit of resection later. Should this be doubt- 
ful, a cecostomy or ileostomy should be performed. 
Further treatment depends upon whether or not the 
colon is permanently damaged. Should it return to 
normal, simple closure of the colostomy is indicated. 
If there are signs of irreversible changes in the colon, 
resection is the treatment of choice. 

Rosert M.D. 


Discussion on the Management of Acute Large 
Bowel Obstruction Due to Carcinoma. JoHN 
Mortey, Ropney Smitu, and H. E. LockHart- 
Mummery. Proc. R. Soc. M., Lond., 1951, 44: 779. 


The three authors separately discussed their 
views and experiences in the management of acute 
large bowel obstruction due to carcinoma. John Mor- 
ley pointed out that between 1948 and 1950 he 
treated 36 such patients, with 6 deaths, a mortality 
of 16.6 per cent as compared with 11 per cent among 
106 patients who did not have acute obstruction. In 
patients with obstruction, the carcinoma was in the 
left colon in go per cent and in the right colon in 10 
per cent of the cases. Morley emphasized the im- 
portance of diagnosing malignancy of the colon be- 
fore the onset of acute obstruction. In the manage- 
ment of these cases, obstruction becomes a problem 
apart from the radical removal of the growth. Im- 
mediate treatment of the obstruction includes ther- 
apy of dehydration, hypoproteinemia, and diminish- 
ed circulating blood volume, as well as intestinal! de- 
compression. Morley frowned on the use of the 
Miller-Abbott tube in decompressing large bowels 
with obstruction. A tube may be of value in the pre- 
operative preparation of the patient, but should not 
be used in lieu of surgical decompression. For lesions 
in the middle of the transverse colon and below that 
level, loop colostomy in the transverse colon or right 
colon was recommended. For lesions of the right 
colon and cecum, Morley prefers a lateral anastomo- 
sis between the ileum and the transverse colon, fol- 
lowed by a right hemicolectomy 2 or 3 weeks later. 
He does not use cecostomy except in lesions of the 


right colon in extremely poor-risk patients. After the 
obstruction has been relieved, the growth can be re- 
sected. Open end-to-end anastomosis is advised. 

Rodney Smith pointed out that go per cent of the 
cases of acute obstruction of the large bowel are 
caused by malignancy. He emphasized that it is of 
the greatest importance to make an accurate preop- 
erative diagnosis of the presence and site of the carci- 
noma, and frowned upon exploratory laparotomy at 
the time of operation for the relief of the obstruction. 
He condemned conservative treatment with an in- 
dwelling intestinal tube and cautioned against im- 
mediate resection of the lesion in the presence of 
acute obstruction. 

Lockhart-Mummery reviewed a series of cases col- 
lected from London hospitals. He found go cases of 
carcinoma of the colon complicated by acute obstruc- 
tion. There were 20 deaths, a mortality of 22 per 
cent. The lesions were in the rectum or rectosigmoid 
in 20 cases, the sigmoid in 35 cases, the splenic flexure 
in 25, the transverse colon in 3, and the right colon in 
7 cases. 

These statistics emphasize that the site of obstruc- 
tion was predominantly left-sided. Of the 20 deaths, 
4 were due to associated peritonitis that was present 
on admission. Lockhart-Mummery pointed out that 
cecostomy for emergency decompression is not a very 
satisfactory procedure and that loop colostomy for 
lesions of the left colon is preferred. He warned 
against exploration at the time of emergency oper- 
ation since little information can be gained from this 
procedure, which also carries with it the risk of per- 
foration and of spread of malignant disease. All dis- 
cussors emphasized that the site of the decompres- 
sion colostomy should be far enough away from the 
lesion to permit adequate, wide excision of the ma- 
lignancy at the time of definitive treatment. 

Curtis Artz, M.D. 


The Pathogenesis and Treatment of Megacolon and 
Megacyst (Zur Entstehung und Behandlung des 
Megakolon und der Megazystis). H. W. PAESSLER. 
Med. Welt, 1951, 20: 1130. 


The author differentiates between congenital and 
symptomatic megacolon and megacyst, and con- 
siders the former as a malformation due to arrested 
development. 

Embryologic investigation shows that the me- 
conium originates in the small intestine. From the 
fifth to the seventh month it is transported from 
there into the sigmoid, which shows marked dilata- 
tion at the end of the fetal period, whereas the 
rectum remains empty. In 70 per cent of all new- 
born infants the lower arch of the sigmoid lies at the 
right side of the abdominal wall, whereas in adults 
this is the case in 3 per cent only. However, in 
nearly all cases of megacolon the sigmoid has main- 
tained this embryonal position on the right side. 

Furthermore, it is a fact that in normal newborn 
infants the bladder is comparatively large, its apex 
reaching almost to the navel, and the organ is of 
fusiform shape. 
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This dilatation and elongation of the colon and 
bladder is due to lack of tonicity rather than to 
hyperplasia. The organs are destined as receptacles 
of excreta during the second half of intrauterine life. 
In many cases of megacolon the history states that 
no meconium was excreted spontaneously in the 
newborn period. 

The peristaltic function of the colon and bladder is 
regulated by the sympathetic nervous system. Dur- 
ing the second half of fetal life the paraganglia 
accompanying the sympathetic plexus, and par- 
ticularly the Zuckerkandl organ, show enormous 
growth, but they decrease in size and to a large ex- 
tent disappear around the time of birth. These 
paraganglia contain the same chromaffin cells that 
are found in the adrenal gland where they are the 
source of adrenalin production. As adrenalin in- 
hibits the peristalsis of the intestine and bladder via 
the sympathetic system, the author hypothesizes 
that an arrest of the normal development and 
consecutive preponderance of the sympathetic action 
may be the cause of megacolon and megacyst. 


This hypothesis is confirmed by several facts. . 


When a megacolon is filled by a barium enema and 
the sympathetic action is eliminated by spinal or 
peridural anesthesia, vigorous peristalsis starts in the 
previously atonic colon, and at the same time an 
increase of the intravesical pressure is observed. 

The writer draws the conclusion that surgical 
elimination of the predominance of the sympathetic 
nerves is more logical treatment than any operation 
on the colon. 

Two severe cases of congenital megacolon of long 
duration, and cured by sympathectomy are discussed. 

In 1 case the lumbar sympathetic nerves and the 
preaortic plexus including the mesenteric plexus 
were removed. In the other case, resection of the 
lumbar sympathetic and splanchnic nerves brought 
about only partial relief. Two months after the first 
intervention, the preaortic and the inferior mesen- 
teric plexuses were removed. After this second 
intervention, complete cure was achieved. 

The same therapy is recommended for sympto- 
matic megacolon which develops especially after 
damage of the peripheral nerves and spinal tracts or 
under the continuous influence of certain drugs. 

This interesting article should be studied in the 
original. WERNER M. Sormitz, M.D. 


Early Postoperative Obstruction in Surgery of 
the Colon and of the Rectum (Les occlusions 
post-opératoires précoces en chirurgie colique et 
J. CHARRIER and Pu. Masse. J. chir., 
Par., 1951, 67: 549. 

The material utilized for this report consisted of 
257 cases of resection of the colon, rectum, or of both. 
The cases run consecutively and without omissions 
since the beginning of 1946. The mortality in this 
material was 19 (7.4 per cent); of these 19 deaths, 6 
were the result of obstruction (2.3 per cent). 

In all, there were 11 instances of obstruction; all 
were verified at autopsy or operation. This im- 
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plies that 5 patients were cured by operative 
means. The mortality figures do not seem formid- 
able; in fact, they are hardly worth notice. Never- 
theless, they look differently when further analyzed. 
These deaths from early postoperative obstruc- 
tion represent 31.5 per cent of the fatal cases, and 
occurred in 60 per cent of the patients developing 
this form of obstruction. 

These 11 obstructions, developing after resection, 
in the authors’ service, together with 1 obstruction 
following an operation by another surgeon and re- 
operation by one of the authors, are analyzed in 
detail. In all 12 cases here reported the obstruction was 
located in the small intestine, despite the fact that in 
every instance the large intestine had been operated 
upon. In 5 of the patients the obstruction was me- 
chanical in character, in 3 the condition consisted of 
an ileus on the basis of a larval peritonitis (a form 
of peritonitis which is being encountered more 
frequently under antibiotic and sulfonamide 
therapy, and in the 4 remaining patients a localized 
infection formed the point of departure for the 
obstruction on a mechanical basis. 

Definite distinctions between the 3 enumerated 
forms of early postoperative obstruction are 
clinically impossible. Roentgenology is most reliable 
in the diagnosis. When both aerocolon and aeroileum 
are shown by the roentgenogram, the diagnosis of 
obstruction on the basis of a toxico infective ileus is 
highly probable. In most of these patients, fortun- 
ately, one can usually delay action for a few hours 
(Gaussen and Bouyssou—from 6 to 8 hours) and 
then take a new roentgenogram; if the gaseous 
distention of the colon persists the condition is 
probably an ileus which will respond to medical 
measures. If, however, the gaseous distention of the 
ileum persists under these circumstances, even in the 
absence of characteristic gaseous fluid levels on the 
roentgenogram, the presence of obstruction is almost 
certain. Of course, these signs will not tell whether 
or not the obstruction on a mechanical basis has an 
infectious origin; however, this deficiency of the 
roentgenologic examination does not detract from 
the value of the method in itself. 

With the afore-mentioned mortality of this con- 
dition, it is readily appreciable that the surgeon 
cannot delay too long; a few hours may mean the 
difference between life and death. He cannot wait 
for all the classic manifestations (fever, leucocytosis, 
increased sedimentation rate, colic hyperperistal- 
sis). In this regard it is particularly unfortunate that 
continuous suction by means of the Miller-Abbott, 
or Lewin tubes tends to mask the most characteristic 
of the clinical symptoms and the surgeon must 
depend more and more on roentgenology. 

The treatment of obstruction of infectious origin 
is first and foremost prophylactic. All raw surfaces 
should be carefully reperitonealized, irritating sub- 
stances should be excluded from the abdominal 
cavity (talcum of gloves, insoluble sulfonamides), 
and the most careful cutting and suturing techni- 
ques (just as in the preantibiotic days) should be 
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used. As active treatment, drugs stimulating intestin- 
al peristalsis (prostigmine) should not be neglected 
and the usual stimulating enemas will be given with 
prudence. Atropine and yohimbine may be admin- 
istered intravenously, and it would be well to re- 
member the effects on the intestine of vitamin P in 
the form of adrenochrome. 

Prophylaxis in the mechanical variety of occlusion 
will be best accomplished by careful suture and cut- 
ting techniques with care to sew everything snugly. 
Once, however, the obstacle is established in this 
form of occlusion, operative interference is impera- 
tive; nothing can be put off until tomorrow. Barely 
2, or, at the very most, 3 hours can be spent in pre- 
paring the patient for reintervention; during this 
time continuous suction may be carried out. All the 
refinements of surgical technique must be available, 
as one never knows if the operation will consist of the 
mere cutting of a constricting band or will entail the 
resection of a long portion of necrotic intestine. 

Instead of discussing postoperative care of the 
patient, the authors refer the reader to the recent 
article by G. Thomeret (J. Chir., 1950, 66: 356). 

Joun W. Brennan, M.D. 


Discussion on Urological Complications of Excision 
of the Rectum. D. Innes Witttiams, P. C. 
Watson, J. C. GoLicHer, E. W. RIcHEs, and 
Others. Proc. R. Soc. M., Lond., 1951, 44: 819. 


This discussion by several surgeons from differ- 
ent clinics points out that any radical operation for 
rectal carcinoma results in an alteration of the 
anatomy of the pelvis by displacement of the pelvic 
contents. Although this alteration shows no hin- 
drance to the urinary outflow in the erect position, 
the posterior position assumed by the bladder is a 
distinct disadvantage when the patient is in the 
recumbent position. 

Carcinoma of the rectum is frequently accom- 
panied by prostatic hypertrophy which in a number 
of cases is the cause of urinary retention after 
radical operations on the rectum. Major nerve in- 
jury during the operative procedure is also an im- 
portant cause of postoperative urinary difficulty. 
When this type of injury is seen, there is complete 
retention when the catheter is first withdrawn and 
the bladder becomes progressively distended. If 
distention is allowed to persist, overflow incon- 
tinence occurs. Later, micturition is established by 
straining of the abdominal muscles. The residual 
urine at this time may be heavily infected. Over a 
course of months its volume diminishes. The grad- 
ual recovery of control in most patients is due to 
voluntary effort. 

In 50 males undergoing concomitant combined 
excision, 16 showed a residual urine of over 150 c.c. 
on the tenth postoperative day. The causes of this 
were poor general condition in 5 patients, postural 
difficulty in 2 patients, prostatic enlargement in 7 
patients, and major pelvic nerve injury in 2 patients. 
Injury usually occurs at the origin of the second, 
third, and fourth sacral nerves. This may occur on 
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removal of a growth of the upper third of the rec- 
tum, which is closely adherent to the sacrum, or 
by operative trauma to the nerves during blind 
posterior dissection of the rectum. 

In order to determine the amount of disturbance 
of sexual function after excision of the rectum, 81 
male patients that had experienced combined ab- 
dominoperineal resections were interviewed. Seven- 
ty-two per cent of these were capable of erection 
and 64 per cent had erections adequate for inter- 
course. Of the patients having intercourse, 61 per 
cent were capable of ejaculation. In general, it was 
pointed out that after combined excision of the 
rectum, one-third of the patients were impotent 
and of those retaining potency one-third were sterile. 

It was suggested in the discussion that since hy- 
pertrophy of the prostate and carcinoma of the rec- 
tum are frequently coexistent, a transurethral pros- 
tatectomy prior to a combined operation for ex- 
cision of the rectum might be indicated to diminish 
postoperative urological complications. 

Curtis Artz, M.D. 


The Search for Lymph Node Metastases in Cancer 
of the Rectum. Leonarp F. PELtIER. Surgery, 
IQ51, 30: 443. 

The examination of 20 specimens of cancer of the 
rectum removed by combined abdominoperineal ex- 
cision, with the Gilchrist and David modification of 
the Spalteholtz method for preparing translucent 
anatomic preparations, was instituted in association 
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Fig. 1 (Peltier). This figure demonstrates the topo- 
graphic reconstruction of specimen No. 6 and demonstrates 
the position of the lymph nodes containing tumor cells. 
The solid black node denotes established tumor growth; the 
half-blackened node contains a tumor embolus. 
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TABLE I.—A TABULATION OF THE NUMBER OF 
NODES EXAMINED, THE NUMBER FOUND TO 
CONTAIN TUMOR CELLS, AND THE DUKES’ 
CLASSIFICATION IN 20 CASES OF CANCER OF 
THE RECTUM 


I 20 ° A 
2 84 35 Cc 
3 17 4 c 
4 53 2 Cc 
5 70 
6 61 2 Cc 
39 B 
8 43 Cc 
9 55 5 

Io 53 2) B 
Ir 47 ° B 
12 48 ° B 
13 15 4 c 
14 68 15 Cc 
15 55 
16 23 Cc 
17 B 
18 78 28 Cc 
19 | 98 5 c 
20 | 7° Cc 
Totals —_t,048 122 


*Patients having liver metastases at operation. 


with the program of secondary delayed re-entry of 
the abdomen in patients exhibiting lymph node 
involvement. 

The fresh bowel specimen was perfused with po- 
tassium citrate (1% solution) through the superior 
hemorrhoidal artery to remove blood. It was then 
opened longitudinally, fastened on a wire frame, and 
fixed in a 10 per cent formalin solution for 48 hours. 
It was next placed in a 50 per cent solution of alco- 
hol, and the alcohol was slowly increased until the 
specimen was thoroughly dehydrated. After this 
it was placed in methyl salicylate and allowed 
to clear. 

When clear, the specimens were carefully dissected, 
and the lymph nodes were removed and measured, 
and their positions recorded on a diagram. The 
nodes were then blocked in paraffin, sectioned, and 
stained with hematoxylin and eosin. Microscopic 
examination revealed the presence or absence of 
tumor cells, which was recorded. 

The position of the positive lymph nodes was 
variable, in some cases being contiguous to the 
primary tumor and in others, well up the mesentery. 


TABLE II.—THE PRESENCE OR ABSENCE OF 
LYMPH NODE METASTASES IN RELATION TO 


THE SIZE OF THE LYMPH NODE 


Size in millimeters 
Case 
Number 
I 
Pos. 
neg. 2 3] 12] 13 | ro] 6 I I o| 
2 
pos. I 7 8 5 6 1 zis 
neg. Sub Ol 6 ol o 
3 
pos. I I 2 
neg. 4] 10] 15 6 ° 2 2| 1 
4 
Pos. 2 
5 
neg. 22] 7 7 I | ° 
6 
Pos. I I | 
neg. 2 | 20 6 | 10 I o| o | ° 
7 
Pos. 
neg. Sizes | 6] ap of o| ° 
8 
pos. I 
neg. | S| 8] O| 9] S| 4] 2] 3 o| 3 
9 
pos. I I I 
10 
pos. 
neg. | 14 8] 15 6] 3 I o| o o| ° 
II 
Pos. 
neg. | 201 Oo} o| © 
12 
pos. 
13 
pos. 2 I 
neg. | 12 | 16] 4 5 2 o| o| 
14 
pos. I 4| 6 I I I I 
15 
pos. I 
16 
Pos. 2 a 2 2| 2 I 
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A total of 1,048 nodes were examined (52.4 per 
specimen) and 122 were found to contain tumor cells. 
No metastases were found in lymph nodes less than 
2mm. in diameter. Not one of the cases with lymph 
node metastases would have been overlooked if 
nodes 3 mm. in diameter and smaller had been 
discarded. 

The results of this study agree with data accumu- 
lated by Gilchrist and David. The author raises the 
question as to the number of sections which should 
be prepared in each lymph node in order to find all 
of the tumor emboli. He suggests that size relation- 
ship is a crucial one. 

Ernest D. BLOOMENTHAL, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Primary Carcinoma of the Gall Bladder (Sul car- 
cinoma primitivo della cistifellea). L. A. MARIN 
and L. DEt Fassro. Ann. ital. chir., 1951, 28: 139. 


The authors present 12 cases of primary carcinoma 
of the gall bladder and give a résumé of each. They 
conclude that the diagnosis is difficult and that the 
prognosis is very poor unless operation is performed 
in the early stages. Since early diagnosis is so 
difficult, early lesions are encountered at the time 
operation is performed for gall bladder disease in 
general. When the diagnosis is established chole- 
cystectomy is advised and, if possible, a wedge re- 
section of the adjacent liver. 

Because of the high incidence of gallstones, the 
authors are in agreement with the American authors, 
Mohardt et al, who recommend cholecystectomy for 
the treatment of gallstones even if no symptoms are 
present. They state that in all of the literature they 
have reviewed, the percentage of carcinomas de- 
veloping in patients with biliary lithiasis far sur- 
passes the mortality from cholecystectomy. 

Lucian J. Fronputi, M.D. 


Studies on the Hepatic Ducts in Cholangiography. 
O or Norman. Acta radiol., Stockh., 1951, Supp. 84. 


In an 8o0-page article the author discusses the 
history and technique of immediate or operating 
room cholangiography, particularly with regard to 
how this method applies to the intrahepatic ducts. 
The roentgen-ray anatomy of the duct system is well 
described. Operative cholangiography is divided 
into two types: (1) primary, i.e., performed during 
surgery but before exploration of the choledochus 
and removal of the gall bladder, and (2) control, 
which designates examination after exploration. 

The apparatus, medium, anesthesia, and, in fact, 
all of the technical factors are described. 

Forty-six cases with stones in the hepatic ducts are 
reported over a 3.5-year period. In addition, 3 cases 
of differential diagnostic interest, 9 cases with 
anomalous ducts, and 5 cases with a normal duct 
system are reported. 

The roentgen anatomy of the normal intrahepatic 
duct system is described and fully illustrated by a 
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number of normal cholangiograms showing the 
usual single left and two right branches of the ducts. 
Anomalies of the duct system are also described. 
Seven and one-half per cent of 919 patients were 
found to have abnormal hepatic ducts. The oc- 
casional emptying of the right duct into the cystic 
duct near the gall bladder was described. 

Cholangiograms showing direct evidence of stones 
in the intrahepatic ducts are reproduced as well as 
some with indirect evidence (failure of the distal 
arborization to fill) of stones. Of the 46 patients 
with intrahepatic duct stones, 15 had stones low 
enough so that they might have been found without 
cholangiography. Thirty-one of these patients had 
stones high enough so that they could not have been 
recognized before instrumental exploration. In 18 
patients it was impossible to remove all the hepatic 
stones visualized in the cholangiograms made at 
surgery. Many of these patients required reopera- 
tion. In another analysis of patients, 33 were re- 
ported to have had stones which remained after 
operation and of these no fewer than 26 had intra- 
hepatic stones. The author believes that these 
residual stones may account for some cases of post- 
operative biliary distress. 

Defects in the bile ducts caused by air bubbles, 
mucous floccules, blood clots, tumor, and cholangi- 
tis, and the space between the branches of two ducts 
may be confused with stones. A carefully standard- 
ized procedure with technically satisfactory films 
should minimize errors. 

The author believes that since stones which had 
not been removed by choledochotomy were found in 
26 patients, a new aspect of the results achieved by 
surgery is presented. 

Tuomas C. Douctass, M.D. 


The Surgical Management of the Postsplenectomy 
Bleeder with Extrahepatic Portal Hypertension. 
ArtHuR H. BLakemoreE and F. Fitzpatrick. 
Ann. Surg., 1951, 134: 420. 

The chances that a portal hypertensive patient 
having cirrhosis of the liver will be alive 1 year 
following a first hemorrhage have been variously 
estimated between 20 and so per cent. A great 
salvage of portal hypertensive patients can now be 
made by employing the portacaval shunting pro- 
cedure. A series of 148 cases has led the authors to 
conclude that the successful establishment and main- 
tained patency of a portacaval shunt will prevent the 
recurrence of gastrointestinal hemorrhage due to 
portal hypertension, this being true whether the 
portal vein or the splenic vein is used for shunting 
purposes. 

The authors limit their presentation for the most 
part to a discussion of the surgical, management of 
the postsplenectomy bleeder in cases of portal hy- 
pertension due to extrahepatic portal block. In this 
group the splenic vein is the one best vein for shunt- 
ing purposes; the portal vein itself, regularly being 
the site of block, is almost invariably unfit for shunt- 
ing purposes. On the other hand, in the post- 
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splenectomy bleeders in which the site of portal 
block is within the liver and is due to cirrhosis, the 
portal vein is regularly available for shunting 
purposes. 

The subject of condemning splenectomy for portal 
hypertension unless, at the time, the surgeon is pre- 
pared to establish a splenorenal shunt is a most 
timely one, for only in this way can we cease con- 
tributing to this unfortunate group of postsplenec- 
tomy bleeders. 

In a series of 40 patients having portal hyperten- 
sion due to extrahepatic portal block in which the 
authors were able to achieve some type of porta- 
caval shunt, the history of recurring gastrointestinal 
hemorrhage following splenectomy was obtained in 
15 patients, or 37.5 per cent of the cases. Patients 
having portal hypertension due to extrahepatic por- 
tal block have normally functioning livers and are 
good operative risks for the shunting procedure. In 
this series of 40 cases there were 3 postoperative 
deaths. This mortality rate of 7.5 per cent com- 
pares favorably with some reported series of patients 


having splenectomy alone for congestive spleno- . 


megaly. In all 40 cases of portal hypertension due to 
extrahepatic portal block the site of obstruction was 
in the portal vein itself. In only 1 instance were the 
authors able to employ the portal vein for anastomotic 
purposes. In this case, that of a postsplenectomy 
bleeder, a side-to-side anastomosis of the portal 
vein to the vena cava distal to the block in the 
portal vein was achieved. In 3 of the remaining 14 
postsplenectomy bleeders the authors were able to 
employ the splenic vein stump in effecting an 
anastomosis. Lesser veins were resorted to for 
shunting purposes in the majority of the post- 
splenectomy bleeders. There were 25 patients in 
whom the spleen was intact before operation. 

There have been 2 follow-up deaths in the 37 
cases. Hemorrhage was the cause of death and the 
shunts were proved to be occluded in each case. Any 
follow-up cases in which there have been even the 
slightest manifestation of gastrointestinal bleeding 
are considered failures. Among 14 patients followed 
up, in whom the spleen had been removed at a pre- 
vious operation, there were 10 failures (71 per cent), 
as against but 5 failures among 23 patients followed 
up, in whom the spleens were intact at the time 
operation was performed and splenorenal shunts 
were employed. 

The tendency of the nonsuture method to lead to 
gradual fibrotic occlusion in the anastomosis of the 
veins early led to a change in the suture method of 
anastomosis for portacaval shunting in general. 
Much operative experience with postsplenectomy 
bleeders belonging to the extrahepatic block group 
has revealed but little likelihood of employing the 
portal vein for shunting purposes because it is 
regularly the site of block. However, not infre- 
quently there are cases in which one or more aber- 
rant (collateral) veins of sufficient size for shunting 
purposes are present within the hepatoduodenal liga- 
ment. However, these veins are frequently so fragile 
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and so much surrounded by fibrous tissue as to defy 
dissection of a segment of sufficient length for direct 
anastomosis with the vena cava. By and large, 
attempts to employ the superior mesenteric vein for 
shunting purposes have been disappointing. 

The authors’ operative technique is described in 
detail. Eart O. Latmer, M.D. 


MISCELLANEOUS 


Corpora libera of the Peritoneal Space (Zur Kenntnis 
der Corpora libera des Peritonealraumes). Wotr- 
GANG KOLE. Chirurg, 1951, 22: 367. 


Contrary to the usual presence of free bodies in 
articulations, those occurring in the peritoneal 
cavity are rare. Four cases are described by the 
author. The formations were found accidentally in 
the course of laparotomies. 

The corpora libera may be classified as follows: 
(1) intestinal derivatives such as fecoliths and para- 
sites, (2) gallstones, (3) fetus from a ruptured ectopic 
pregnancy, (4) separated portions of tissues, e.g., 
appendix, subserous myoma, ovarian tumor, tubal 
cyst, or an appendix epiploica, (5) mucus from a 
ruptured ovarian cyst, (6) fibrin formation, (7) mis- 
siles or needles reaching the peritoneal cavity from 
the outside, or perforating the urinary bladder or 
the gastrointestinal tract, (8) material left inad- 
vertently at operation, such as sponges or talcum 
powder, and (9) parasites, such as echinococci. 

Such formations may remain free or they may be- 
come attached to the parietal or the visceral peri- 
toneum. If an infection develops, they usually be- 
come encapsulated. According to their composition 
they may provoke a chemical or a mechanical irrita- 
tion. Josepu K. Narat, M.D. 


Spontaneous Biliary-Digestive Fistula, with Refer- 
ence to 15 Cases Personally Observed (Les fistules 
bilio-digestives spontanées. A propos de 15 observa- 
tions personnelles). N.C. LAPEYRE, R. JOYEUX, and 
P. CaraBAtona. J. chir., Par., 1951, 67: 568. 


Abnormal communication between the biliary and 
digestive tracts is the result of biliary lithiasis in 66 
per cent of the cases, of gastroduodenal ulcer in 23 
per cent, and of subhepatic neoplasm in 8 per cent. 
Spontaneous fistulas from other causes are extremely 
rare. 

From their personal experience and from such re- 
ports as they could cull from their colleagues and 
from the literature (404 observations) the authors 
conclude that the cholecystoduodenal fistula is the 
most frequent (50 per cent), the choledochoduodenal 
fistula is the next most frequent (23 per cent), the 
choledochocolic fistula is third (13 per cent), the 
cholecystogastric fistula is fourth, multiple fistulas 
are fifth, and rare fistulas are sixth with a low per- 
centage of incidence. 

The diagnosis depends in the main on the roent- 
genogram. When retrograde filling is found the 
fluoroscopic screen will best show the manner in 
which it occurs and the relationship of the one filled 
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tract to the other. Preoperative cholangiography is 
of great value for indicating and directing the opera- 
tive treatment. Retrograde gaseous filling of the 
fistula and bile tract is also of diagnostic value, es- 
pecially as it depicts the condition of biliary ileus in 
a striking manner. 

There is considerable difference in the manner of 
treating these fistulas, depending upon their type. 
The surgeon can adopt a much more conservative 
attitude when the communication is placed between 
the bile passages and the upper digestive traci (stom- 
ach, duodenum) than when it lies between the bile 
passages and the lower portions (colon) of the intesti- 
nal tract. In fact, surgical abstention may be an ab- 
solute indication in the aged or otherwise decrepit 
individual. Again, the decision to operate may be 
made in the presence of larval icterus or digestive 
hemorrhage, or if roentgenography discloses a neo- 
plasm, or an ulcer. 

The fistula or fistulas can be let alone if there is no 
evidence of reflux into the main biliary tract, if there 
are no signs of infection, and if there is no evidence 
of transpapillary reflux as a result of hypotonia of 
the sphincter of Oddi. The patient should be oper- 
ated upon if the re-emptying of the retrograde-intro- 
duced material into the main biliary tract is slow, or 
if the permeability of the choledochus beneath the 
level of the fistula is doubtful. The authors seem to 
come to this last conclusion on the basis of the work 
of Gatewood and Lawton, who showed that grave 
angiocholitis tended to develop in the cholecysto- 
gastrostomized dog only when the choledochus was 
ligated distal to the fistulous aperture. 

If the stone which caused the fistula in the lithiasic 
fistulous patient is discharged, this type of fistula 
will close spontaneously in the absence of further 
disease. The ulcerative biliodigestive fistula does 
not tend to close spontaneously but is very apt to go 
on to pyloroduodenal stenosis. Thus, in the former 
type it will be sufficient to do a cholecystectomy and 
close the fistulous aperture into the digestive tract, 
while in the ulcerating type a total or subtotal gas- 
trectomy will, as a rule, be required, and it should be 
accompanied by a cholecystectomy, provided that 
the presence of the gall bladder is not required for 
purposes of drainage. 

Fifteen case reports are appended in abbreviated 
form; however, the authors admit that they do not 
prove much because the work reported has been too 
recent to permit conclusions as to the ultimate re- 
sults. Joun W. Brennan, M.D. 


The Selection of Patients for Portacaval Shunts: 
with a Summary of the Results in 61 Cases. 
Rosert R. Linton. Ann. Surg., 1951, 134: 433- 


There are a number of instances in which a diag- 
nosis of portal cirrhosis is made without ascites, and 
careful roentgenologic examination of the esophagus 
fails to reveal the presence of esophageal varices. 
Confronted with such a patient, it is believed that at 
the present time he presents no true indication 
for the construction of a portacaval shunt. 
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There is a large number of patients with portal 
cirrhosis and chronic persistent ascites, but without 
esophageal varices. It is still the belief of a good many 
physicians and surgeons that the ascites might be 
controlled, or prevented, by reducing the portal 
venous pressure by the construction of a portacaval 
shunt. Unfortunately, however, portal hypertension 
is only one of the factors in the formation of ascites, 
and it is probably of much less importance than the 
plasm protein and albumin levels which are little, if 
at all, affected by the construction of a shunt. 
Furthermore, the portal venous pressure in these 
patients without esophageal varices, in many in- 
stances, may not be greatly elevated, so that the 
formation of ascites would not be affected to any 
degree by the construction of the shunt. In these 
cases it is extremely difficult, and in some cases 
impossible, to construct a portacaval shunt because 
of the inability to isolate the portal or splenic veins. 
The mortality rate is apt to be very high because of 
the depleted condition of the patient. For these 
reasons, shunts are not attempted in this group of 
patients. 


CIRRHOSIS OF THE LIVER WITH BLEEDING 
ESOPHAGEAL VARICES AND ASCITES 


1. Chronic ascites. This type of patient presents a 
real challenge to the internist and the surgeon. It is 
believed that after careful preparation the operation 
is justifiable, if done by a surgeon experienced in this 
branch of surgery. It is the author’s opinion that this 
type of case may best be managed with a two-stage 
procedure. The first stage consists of the suture of 
the bleeding esophageal varices, accomplished by 
performing an esophagotomy through a left thoracic 
approach. In this manner it may be possible to con- 
trol the esophageal varices for a sufficient period to 
permit improvement in the general condition of the 
patient so that later, at a second stage, the shunt 
operation can be performed more safely. 

2. Acute ascites. Massive bleeding from esopha- 
geal varices not infrequently results in the formation 
of ascites, because of the lowering of the plasma pro- 
tein level with a resulting drop in its osmotic pres- 
sure. It is recommended that any cirrhotic patient 
with ascites and bleeding esophageal varices, pro- 
vided the latter have ceased to bleed, should be put 
on a strict medical regimen. In a relatively large 
number of patients in this group it has been found 
that under the author’s medical regimen the ascites 
will disappear, and if this is the case the patients 
frequently prove to be excellent candidates for shunt 
surgery. 


CIRRHOSIS WITH BLEEDING ESOPHAGEAL VARICES 
WITHOUT ASCITES- 


Patients in this group are the most suitable cases 
for shunt surgery, as the presence of bleeding esopha- 
geal varices indicates that the life expectancy for the 
majority of them is probably less than a year. The 
absence of ascites, as a rule, indicates a fairly well 
compensated cirrhosis from the protein metabolic 
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viewpoint. The good results obtained in this group 
have demonstrated the value of shunt surgery in the 
prevention of further bleeding from the esophageal 
varices. 


CIRRHOSIS OF THE LIVER WITH ESOPHAGEAL 
VARICES WITHOUT BLEEDING 


At the present time it is the author’s policy not to 
operate upon patients of this type. As experience 
increases and the mortality rate of the operation is 
reduced, it is probable that shunt surgery will be 
recommended in such cases as in all probability the 
majority of them will bleed sooner or later from the 
esophageal varices. 


EXTRAHEPATIC PORTAL BED BLOCK 


Although there is no unanimity of opinion in re- 
gard to the condition generally known as Banti’s 
disease, or syndrome, there seems little doubt that a 
certain group of patients with esophageal varices are 
encountered that have little or no evidence of cirrho- 
sis. In most instances the cause of the block is 
secondary to a thrombosis of the portal vein or its 
radicals. Almost without exception the first indica- 
tion that such a serious condition exists is the occur- 


INTERNATIONAL ABSTRACTS OF SURGERY 


rence of massive hematemesis or melena. The indica- 
tions of shunt surgery, in most of these cases, are 
clear-cut because repeated esophageal hemorrhages 
result in a chronic state of invalidism and a very high 
morbidity in many of the patients. 

It is the author’s opinion that the following liver 
function tests indicate that a patient may be a serious 
operative risk for shunt surgery; they appear in the 
order of their importance: (1) a plasma albumin 
level below 3 gm. per 100 €.c., (2) ascites which fails 
to respond to medical therapy, (3) a 3 plus or 4 plus 
cephalin flocculation, (4) a prothrombin time which 
remains prolonged more than 4 seconds above 
normal after adequate vitamin K therapy, (5) an 
elevated serum bilirubin, and (6) a bromsulfaalein 
retention test showing more than 1o per cent dye 
retention after 30 minutes. 

The results to date in a series of 50 patients in 
whom portacaval shunts were constructed for bleed- 
ing esophageal varices and who survived the opera- 
tion during the past 6 years at the Massachusetts 
General Hospital, Boston, reveal that no patient has 
died from esophageal hemorrhage and that 47 of 
the group are alive and well. 

Eart O. Latimer, M.D. 


GYNECOLOGY 


UTERUS 


The Diagnosis of Female Genital Tuberculosis from 
Menstrual Blood (Zur Diagnostik der Genital- 
tuberkulose der Frau aus dem Menstrualblut). H. 
Kircuuorr, K. J. Srems, and J. WE1ct. Geburtsh. 
& Frauenh., 1951, 11: 690. 


The diagnosis of genital tuberculosis in the female 
is extremely difficult, since the history and the clini- 
cal picture, including the pelvic findings, are non- 
specific and are easily confused with other pelvic in- 
fections. 

Since 1947, at the State Women’s Clinic at Lubeck, 
the authors have been culturing menstrual blood as 
a means of early diagnosis of tuberculosis. The 
menstrual blood is hemolyzed in water, centrifuged, 
the supernatant liquid treated with sulfuric acid, 
centrifuged again, and the sediment then diluted 
with physiologic saline and injected into guinea 
pigs. The animals are examined in 8 weeks. The 
authors have had no experience with fluorescent 
microscopic technique. 

In 19 cases of histologically proved genital tuber- 
culosis, cultures of menstrual blood were positive in 10 
cases. In 8 of the 9 cases missed there was tubal, but 
no endometrial tuberculosis. The authors suggest 
that by menstrual blood culture, the effect of therapy 
in this condition can also be evaluated. 

WarrEN R. LANG, M.D. 


Mucosal Polyps of the Uterus (Zur Klinik der Schleim- 
hautpolypen des Uterus). HERBERT HUBER. 
Geburtsh. & Frauenh., 1951, 11:675. 


Although mucosal polyps of the uterus are ob- 
served quite frequently, only a few articles dealing 
with this entity have appeared in the literature. The 
author reports that from October 1, 1922 until 
December 31, 1947 there were 1,125 such polyps 
diagnosed in the University Women’s Clinic at Kiel. 
Eight hundred polyps were found in the cervix and 
325 in the corpus. The former occurred, in the main, 
in women 45 to 50 years of age, while the latter were 
mostly in women of about 55 years of age. The 
presence of polyps did not seem to adversely affect 
fertility. Carcinomatous change in a polyp is rare, 
and in the material reported this occurred only once; 
however, concomitant uterine carcinoma was fre- 
quently observed. 

The clinical symptoms are scanty, irregular bleed- 
ing and leucorrhea. In the same period of tire, 1922 
to 1947, reported cases of ovarian, tubal, and corpus 
carcinoma were complicated by polyps in 10.6, 23.8 
and 10.9 per cent of cases, respectively, while in only 
1.8 per cent of cases of cervical carcinoma were 
polyps found. It is therefore important to consider 
genital carcinoma when polyps are found, and to re- 
member also that carcinoma is prone to occur later 
in such cases. WarreN R. Lane, M.D. 


Cancer of the Uterine Cervix; A Study of 432 Cases 
Seen at the Rhode Island Hospital, 1933-1943. 
SuMNER I. RAPHAEL and GEORGE W. WATERMAN. 
N. England J. M., 1951, 245: 281. 


The authors reviewed 432 cases of cancer of the 
uterine cervix seen at the Rhode Island Hospital 
between the years 1933 and 1943. The influence of 
age, marital status, parity, the menopause, delay in 
diagnosis, heredity, pregnancy, cervical polyps, pro- 
lapse of the uterus, and syphilis is discussed. 

The incidence of adenocarcinoma, cancer in the 
cervical stump, and multiple cancer is studied. 

Of unusual interest are the following data: (1) 
5.1 per cent of the cases were adenocarcinoma; (2) 
5.7 per cent of the lesions occurred in the cervical 
stump at least 1 year after subtotal hysterectomy; 
and (3) 0.4 per cent of the cancers occurred in Jewish 
women, while the state-wide Jewish population is 
3.5 per cent of the total. Henry C. Fark, M.D. 


Uterine Carcinosarcoma (Carcinosarcoma uterino). 
Juan CarRLos AHuMADA. Obst. gin. lat. amer., 1951, 
9: 131. 

The author maintains that the term carcinosarco- 
ma is misleading when it represents the chance growth 
of two separate and distinct tumors, a sarcoma and 
a carcinoma in one and the same organ without loss 
of their biologic individuality. True carcinosarcomas 
form a single nodule, partly epithelial, partly con- 
nective tissue. Two types are recognized—contact 
carcinosarcomas in which epithelial elements pre- 
dominate at one zone and connective tissue pre- 
dominates at another with mutual invasion at points 
of contact, and composition carcinosarcomas in which 
both tumor tissues completely intermingle as though 
arising from a single compound nucleus. 

In collision carcinosarcoma, each tumor may have 
characteristics of its own, such as diffuse carcinoma 
with polypoid sarcoma. Microscopically, the com- 
monest lesions at the cervix are pavement carcinoma 
with polypoid sarcoma; at the corpus, columnar car- 
cinoma and undifferentiated sarcoma. Biopsy curet- 
tage material should be carefully studied histologi- 
cally. The symptoms are similar to any tumor at 
the same site. Metastasis may be carcinomatous, 
sarcomatous, or carcinosarcomatous. The preferred 
treatment is the most radical surgery feasible, fol- 
lowed by irradiation. MicvueEt Drosinsky, M.D. 


Sarcoma of the Uterus: A Clinical Study. W. Nor- 
MAN THORNTON, JR., and JoHN P. CarTER. Am. J. 
Obst., 1951, 62: 294. 

The authors report 24 cases of uterine sarcoma 
which occurred over a 24-year period. During the 
same period there were 2,459 fibromyomas and 1,579 
carcinomas of the uterus. 

The site of origin was endometrial in 2 cases, 
myometrial in 14 cases, and unclassified in 8 cases. 
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Of the latter group, 2 were botryoid sarcomas and 
3 were carcinosarcomas. Two patients were chil- 
dren; the remaining patients were adults with an 
average age of 57 years. 

‘Of 22 adults, 8 died within 1 year. There was one 
5-year survival with recurrence and only one 6-year 
survival. 

Of 2 children, one is alive and well after 3% years, 
having been treated with 4,000 roentgens of x-ray 
therapy. 

Radiation therapy and nitrogen mustard were 
both considered of little value in the adult group. 

Of unusual interest is the fact that 4 patients had 
received radium (intracavitary) more than 10 years 
prior to the diagnosis of sarcoma because of meno- 
metrorrhagia. Henry C. Fatx, M.D. 


A Study of Wertheim Hysterectomies for Squamous 
Epithelioma of the Cervix at the Mayo Clinic 
from 1930 Through 1950. JosEpH HypE Pratt. 
Surg. Clin. N. America, 1951, 31: 1063. 


Since a short article on radical hysterectomy as- 
sociated with bilateral dissection of the tissues bear- 
ing the external iliac, hypogastric, and obturator 
nodes was written in 1950, as many of the patients 
as possible on whom this operation was performed 
at the Mayo Clinic have been contacted by mail or 
have been re-examined. It is now possible to sum- 
marize the results of this operation in the Clinic 
cases and from a study of these cases to point out 
several developments. 

Cases in which operations were performed before 
1930 were not included in this study even though 
many Wertheim hysterectomies were listed by the 
operating surgeon, the reason being that no operative 
or pathologic note on the status of the pelvic gland- 
bearing tissue was available in the records and such 
tissue could not be identified accurately in the path- 
ologic specimens. That many of the operations 
carried out before 1930 were adequate operations for 
stage I and stage II lesions is readily evidenced by 
the survival of a number of these patients, some of 
whose lesions were diagnosed before 1920. At the 
time of the study, the longest periods of survival 
among patients who had had this operation at the 
Clinic were 32, 36, and 37 years. During the years 
between World War I and 1930, when this study 
was begun, J. C. Masson performed radical hysterec- 
tomy and dissections of glands in cases of early 
carcinoma and most of the patients operated on 
between 1930 and 1940 were also his patients. From 
1936 to 1950, other surgeons at the Clinic have been 
interested in the problem so that the cases and results 
reported for this period are those of a half dozen 
surgeons. 

We have then a group of 203 patients operated on 
by the surgical staff of the Clinic from 1930 through 
1950 concerning whom sufficient data are available 
to classify the operations as radical hysterectomy 
with bilateral dissection of the pelvic nodes, or as 
Wertheim hysterectomy for squamous cell epithelio- 
ma of the cervix. There were 122 cases which ful- 
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filled these requirements and in which the operation 
was performed in or prior to 1945 and thus the con- 
dition of the patients 5 years after operation could 
be determined. 

There were g hospital deaths in this group, but 
none had occurred from 1943 until the completion 
of this study. The postoperative complications had 
decreased also. One hundred and twenty-two of the 
203 patients had undergone operations prior to 1946 
and on these patients 5-year follow-up data were 
available. Nine patients (8.4 per cent) died in the 
hospital; 4 were lost sight of in less than 5 years 
after operation. Of the 10g patients who could be 
traced, 79.8 per cent survived for 5 years or more. 
Of the traced patients who had squamous cell epithe- 
liomas in stage I, 84.7 per cent survived 5 years or 
more as did 82.8 per cent of those who had lesions in 
stage II, and 28.6 per cent of those who had epithe- 
liomas in stage III. : 

Some of the advantages of a prognosis which is 
based on information obtained at operation are dis- 
cussed. The present trend at the Clinic is to treat 


patients who have malignant lesions of the cervix 


with radium, roentgen rays, or both, and then in 
from 6 weeks to 5 months perform the Wertheim 
hysterectomy. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Gigantic Cyst of the Left Ovary Complicating a 
Pregnancy at Term (Quiste gigante del ovario 
izquierdo complicando una gestaci6n a termino). 
Justo R. Varona. Rev. cubana odst., 1951, 13: 127. 


In view of the tendency of large cysts of the left 
ovary to give rise to sterility, abortion, and pre- 
mature delivery, to the extent that some authors re- 
gard these growths and a concomitant pregnancy as 
incompatible, the report of this case of successful 
pregnancy would seem to be justified. 

The case here reported was that of a 19-year-old 
colored woman who complained of always having 
had a large abdomen. A few months subsequent to 
the beginning of the present pregnancy there ap- 
peared a marked increase in the size of the abdomen, 
accompanied by difficulty in alimentation. The eat- 
ing of food usually terminated in vomiting. There 
was also a history of difficulty in breathing. 

The physical and roentgenological examination 
disclosed a huge cystic mass which had filled the left 
half of the abdomen and pushed the full-term 
uterus downward and to the right. Rectal palpation 
disclosed a cephalic presentation of the fetus; the 
cervix was found to be in the phase of effacement and 
was permeable for 1 finger. There was a moderate 
amount of mucosanguinolent discharge, but the 
membranes seemed to be intact. 

A suprapubic cesarean section was done as the 
abdomen was too crowded to permit an attempt to 
reach the lower segment of the uterus. At the same 
time the cyst, together with the left tube and ovary, 
was removed. The child was a normal, living female 
weighing 6 lb., 15 0z. The cystic mass weighed 16 lb. 
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and measured 30 by 25 by 20 cm. Its color fluctu- 
ated between a pearly white and a deep reddish tint. 
The whitish-colored cysts were filled with a pasty 
substance of sebaceous appearance and rancid odor. 
The reddish-tinted cysts were filled with a thick, 
sanguinolent fluid. The rest of the mass was made 
up of connective tissue, comprised about half of the 
whole mass, was firm in consistency, and contained 
what seemed to be remnants of teeth, bones, and 
cartilaginous tissues. 

Histologically, the parenchyma of the ovary was 
found to have been completely replaced by the con- 
junctival stroma of the cystic mass. The solid por- 
tions of the mass itself were seen to contain osseous, 
cartilaginous, and muscular tissues with no corre- 
spondence, however, to any definite organ. The 
diagnosis was dermoid cyst. 

The uterus and right ovary, which seemed to be 
intact, were left in situ; the patient was advised to 
return for re-examination every 3 months. 

In reporting this case, the author does not wish to 
imply that every case of this nature is ipso facto 
surgical; however, he does wish to point out the 
importance of judging each of these cases on its 
individual merits. He also wishes to emphasize the 
importance of anatomopathologic study in view of a 
possible malignancy, and of re-examination of the 
patient at regular intervals for a period of several 
years. Joun W. BreNNAN, M.D. 


Meigs’ Syndrome (Sindroma de Meigs). FERNANDO 
FRAzAO. Gaz. med. Port., 1951, 4: 336. 


The author describes a case of Meigs’ syndrome, 
and comments on the first known case, in Portugal, 
of bilateral adenocarcinoma of the ovary with ascites 
and right hydrothorax. The patient expired of 
cachexia and general debility, and no signs of metas- 
tasis were observed at autopsy. 

In conclusion the author states that the hydro- 
thorax is of the same origin as the other effusions 
such as ascites, hydropericarditis, and edema of the 
lower extremities; that is, an endocrine factor oc- 
curring in the ovary, and attended by some local 
factors of unknown etiology. 

Micuet Drosinsky, M.D. 


EXTERNAL GENITALIA 


Malignant Melanoma of the Vagina (Melanoma 
maligno de vagina). PEDRO FIGUEROA Casas, JUAN 
PiceNA, and CELESTINO GoNzALEz GarcfA. Bol. 
Soc. obst. gin. B. Aires, 1951, 30: 101. 


Among the cancers of the female genital tract, 
primary carcinoma of the vagina has an incidence of 
from 0.5 to 0.7 per cent. Histologically, it may be a 
squamous cell epithelioma, adenocarcinoma, tera- 
toma, or melanoma. Primary melanoma of the 
vagina is a very rare tumor, as only 18 cases have 
been reported up to 1948 (Mino, Mino, and Livings- 
ton, Am. J. Obst., 1948, 56: 325). 

The authors report the case of a 52-year-old un- 
married woman, in the menopause for 2 years, who 
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complained of white and occasionally pinkish vaginal 
discharge which she first noticed only 27 days prior 
to the first examination. It is interesting that her 
clinic visit was prompted by an article on the early 
diagnosis of cancer, published in a popular magazine. 
Examination revealed the presence of a nontender, 
quarter-sized, partly ulcerated, fungating tumor of 
purplish color, which was situated in the anterior 
vagina about 2 cm. behind the intact hymen and 
which appeared to be densely adherent to the under- 
lying tissue. A biopsy was taken and diagnosed as 
squamous cell carcinoma. 

Following the application of 22 mc. of radium to 
the tumor, the patient was subjected to extensive 
bilateral inguinal lymph gland dissection (Taussig- 
Basset technique). Because some glands showed 
early metastatic changes, she received postoperative 
deep x-ray therapy amounting to a total of 8,000 
roentgens. The vaginal lesion had disappeared 
leaving only a whitish contracted scar which pre- 
vented the introduction of a finger into the vagina. 
The rectal findings were negative. 

The patient remained well until 5 years later when 
she became aware of an increased vaginal discharge 
and slight localized discomfort. Examination re- 
vealed a blackish pigmentation in the vagina and 
extending over the vulva. The clinical impression of 
malignant melanoma was confirmed by biopsy 
examination. A radical vulvectomy and colpectomy 
was performed including the cervix, which had a 
metastatic nodule on the anterior lip, and the lower 
two-thirds of the urethra. A vaginal hysterectomy 
was impossible because of postradiation rigidity of 
the tissues. The patient made an uneventful re- 
covery. Two months later, a few small melanotic 
nodules appeared on the perineum and on the vul- 
vectomy scar. One year after this operation, the 
local recurrences had increased in number and size, 
but the patient was still free of visceral metastasis. 

On review of the slides from the original tumor 
which had been biopsied and diagnosed as epider- 
moid carcinoma 5 years before, the true nature of 
the primary lesion was recognized as a depigmented 
melanoma. 

The clinical diagnosis of malignant melanoma is 
based on the characteristic pigmentation; however, 
in some instances, this may be entirely absent. These 
depigmented melanomas show marked anaplasia and 
are extremely malignant. The histological diagnosis 
depends on the Dopa reaction and on the specific 
Fontana-Masson stain with ammonium silver oxide. 

HERBERT TEICHNER, M.D. 


MISCELLANEOUS 


Migraine in Relation to the Menstrual Cycle. Con- 
tribution to Its Pathogenesis (L’emicrania in 
relazione al ciclo mestruale. Contributo alla sua 
patogenesi). CorRADO BELVEDERI. Riv. ital. gin., 
1951, 34: 273. 

After a critical appraisal of the literature on the 
subject of migraine, the author concludes that pre- 
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menstrual attacks of migraine are due to vasodilata- 
tion in the territory of the external carotid artery. 
The prophylactic and therapeutic use of ergotamine 
(gynergen) is upheld because of the direct action of 
this drug on the smooth muscle fibers of the blood 
vessels, resulting in a specific vasoconstriction and 
in relief of the migraine headache. 
HERBERT TEICHNER, M.D. 


The Influence of the Phase of the Ovarian Cycle on 
the Spontaneous and Pharmacologically Modi- 
fied Uterine Contractility—Spartein, Glycero- 
phosphate (Influenza della fase del ciclo ovarico 
sulla contrattilita uterina spontanea o modificata da 
farmaci—sparteina, glicerofosfato). SANzio CANNA. 
Riv. ital. gin., 1951, 34: 330. 

The action of spartein, an oxytocic, and sodium 
glycerofosfate, a sedative, was studied by the author 
by means of the isolated rat uterus preparation 
which was obtained from animals in different phases 
of the estrus cycle. He was able to confirm the well 
known fact that spontaneous uterine contractions 


have their peak during estrus. The addition of spar- . 


tein to the preparation stimulates and increases the 
uterine contractions, while the combination of spar- 
tein and glycerofosfate has a depressing effect. These 
induced changes of uterine contractility were, how- 
ever, always parallel to the type of spontaneous con- 
tractions characteristic for a particular phase of the 
estrus cycle. HERBERT TEICHNER, M.D. 


Genital Cytology in Obstetric and Gynecologic Pa- 
tients. A 4-Year Study. W. KENNETH CUYLER, 
LoutsE A. KAUFMANN, BAYARD CARTER, ROBERT A. 
Ross, and Others. Am. J. Obst., 1951, 62: 262. 


This report is based on 51,022 genital smears from 
15,217 women, taken over a 4-year period. 

The technique used followed that described by 
Papanicolaou. The authors consider the taking and 
staining of the smears to be very important. 

The classification of genital cytology into sub- 
types and types is based upon that of Papanicolaou 
with some modifications as follows: 

Type I. Essentially normal epithelium. 

Type II. With benign epithelial abnormalities. 

Type III. Intraepithelial carcinoma of the cer- 
vix; questionable intraepithelial carcinoma of the 
cervix or questionable malignancy. 

Type IV. Cells thought to be malignant, with 
only a few present. 

Type V. Cells thought to be malignant, with 
many present. 

Two subdivisions of Type II are recommended 
for obstetric patients, and the following through with 
smears after termination of the pregnancy in the 
patients classified as Type II a. 

The distribution of types among the total number 
of patients was as follows: Type I, 12.3 percent; Type 
II, 80.4 per cent; Type III, 3.6 per cent; Type IV, 
0.9 per cent; Type V, 2.6 per cent. 

The false-negative and false-positive percentages 
of error are given. Various methods of calculating 
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these percentages are illustrated and criticized; the 
results depend on the method of calculation. 

A total of 594 genital cancers was studied by means 
of smear preparations, of which 447, or 75.2 per 
cent, consisted of squamous cell carcinoma of the 
cervix. Adenocarcinoma of the uterus comprised 80, 
or 13.4 per cent, of the total number. Thirty-two, 
or 6.8 per cent, of the cervical cancers occurred in 
cervical stumps. 

It seems remarkable that 95 intraepithelial carci- 
nomas of the cervix were studied by smear prepara- 
tions. The diagnoses in these cases were made from 
pathologic material. Vaginal smears are of little 
value in identifying carcinoma in situ. These repre- 
sent 0.62 per cent of all the patients studied, 0.65 
per cent of the patients who did not have malig- 
nancy, and 17.5 per cent of the neoplastic squamous 
lesions of the cervix. The cervix was considered nor- 
mal clinically in 24.2 per cent of these 95 patients. 
Malignancy was questioned or thought to exist in 
9.3 per cent. The ratio of intraepithelial carcinoma 
to squamous-celled carcinoma of the cervix was 1 to 


Cold-knife conization of the cervix is considered 
to be the method of choice to provide adequate ma- 
terial for the diagnosis of intraepithelial and early 
invasive carcinoma of the cervix. The punch biopsy 
method missed 18.5 per cent of the lesions. 

The number of patients who had intraepithelial 
and squamous-celled carcinoma of the cervix are 
presented graphically according to race and age 
groups. In the negro race the greatest number of 
cancers occurred 1o years earlier than in the white 
patients. 

Cytologic studies were made not only on pregnant 
patients but also on patients who had irradiation for 
uterine carcinoma. The results of such studies are 
given. 

The importance of correlating smear interpreta- 
tions with corresponding pathologic studies is em- 
phasized. 

It is suggested that many intraepithelial carci- 
nomas of the cervix will not be detected unless 
women as young as 20 years of age are subjected to 
routine cytologic studies. 

It is strongly suggested that efforts be made to 
standardize reports of cytologic interpretations, the 
standing procedure, the classification, and the statis- 
tical methods employed. 

The method is of value for broad screening pur- 
poses, provided the interpretations are properly con- 
trolled. T. Bett, M.D. 


Idiopathic Pelvic Varicocele (Sul varicocele pelvico 
ee Elio Lago. Minerva gin., Tor., 1951, 3: 
305. 

Varicosities within the broad ligament are termed 
pelvic varicocele. The rare primary or idiopathic 
form is, by definition, not associated with other 
disease of the female organs. 

Pelvic varicocele will cause vague abdominal and 
pelvic pains which begin several days before men- 
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struation and disappear with onset of the period. 
These pains become worse on standing and subside 
when the patient is lying down. A fairly constant 
complaint is dyspareunia and so-called erotic pain 
which is localized in the clitoris. There is always in- 
creased and prolonged menstrual bleeding which 
often leads to severe secondary anemia. The menor- 
rhagia is due either directly to venous congestion in 
the pelvis, or is secondary to ovarian changes which 
in turn are caused by the impaired pelvic circulation. 

Pelvic examination will reveal an extremely ten- 
der, softish mass in the parametrium or broad liga- 
ment. It is easier to palpate this mass when the 
patient is standing up, while the Trendelenburg posi- 
tion will empty the pelvic veins and cause the mass 
to disappear. The external genitalia show a bluish 
discoloration similar to that seen in pregnancy. The 
uterus is usually slightly enlarged and somewhat 
tender. 

Adnexal disease and tumors must be differentiated 
from pelvic varicocele. The idiopathic form of pelvic 
varicocele may be diagnosed in the presence of the 
afore-described clinical picture when other gross 
disease of the pelvis has been ruled out. 

Treatment of this condition is essentially surgical, 
consisting either of transfixion ligation of the in- 
volved venous plexuses or removal of the entire mass 
after the broad ligament is opened. 

HERBERT TEICHNER, M.D. 


Tubal Sterilization; A Review of 1,169 Cases. J. G. 
LEE, Jr., J. H. RANDALL, and W. C. KEETTEL. 
Am. J. Obst., 1951, 62: 568. 


The authors were stimulated to perform this study 
because 12 patients who were sterilized by the Mad- 
lener technique became pregnant. Follow-up showed 
the procedure to be successful in 68 per cent of the 
1,169 cases reported. In the remaining 32 per cent it 
was also considered successful since failures of this 
sort are usually brought to the attention of the 
surgeon. Cases observed from January, 1926 to 
July, 1948 are included in the study. 

Indications for sterilization varied throughout the 
years. The cases were divided into two groups for 
comparison: (1) 584 cases observed during the period 
from January, 1926 through May, 1940, and (2) 585 
cases observed from June, 1940 through June, 1948. 
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TABLE I.—INDICATIONS FOR STERILIZATION 


Group: Group 2 

Uterine prolapse and vaginal relaxation 137 148 
Recommended by State Eugenics Board 26 167 
Late pregnancy toxemia or hypertensive 

Two or more cesarean sections........ 89 
First cesarean section plus some other 

Epilepsy and mental deficiency........ 46 4 
Ectopic pregnancy................... 6 2 
Previous unsuccessful attempt at 

Organic neurologic lesion............. 17 2 


Vaginal sterilization avoids the necessity of an 
abdominal scar, in addition to its being conveniently 
done at the time of a plastic repair. Technically, it 
is often difficult. At the present time the authors 
rarely perform vaginal sterilization. 

The time of postpartum sterilization varies in dif- 
ferent institutions. There is general agreement, how- 
ever, that sterilization should be performed only when 
the delivery is an uncomplicated one. According to 
the authors, morbidity is not significantly affected 
by the day on which it is carried out. The chief 
advantage of early puerperal sterilization is a short- 
ening of the hospital stay. 

Of the 1,169 tubal sterilizations reported, 1,125 
were performed according to the Madlener technique 
with 377 of these by the vaginal approach and 194 
done at the time of cesarean section. All 12 failures 
occurred following Madlener sterilizations. The 
failures are probably explained by canalization with 
tubal epithelium of a fistulous tract produced by the 
suture. 

The authors have therefore discontinued the Mad- 
lener technique except for sterilizations done during 
vaginal plastic procedures. The Pomeroy method is 
currently the procedure of choice. 

WarreEN R. Lane, M.D. 
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' PREGNANCY AND ITS COMPLICATIONS 


The Diagnosis and Management of Abdominal 
Pregnancy; with a Review of 19 Cases. JouHN B. 
Cross, M. LEsTER, and R. McCain. 
Am.J. Obst., 1951, 62: 303. 


Over a period of 16 years, 19 cases of abdominal 
pregnancy were studied. The incidence of the com- 
plication in this series was 1 in 2,207 deliveries. 
The foremost problem encountered was establish- 
ing the correct diagnosis. In over half of the pa- 
tients, the condition was incorrectly diagnosed, 
causing a delay in the institution of proper therapy. 
Numerous diagnoses included fibroids, ovarian cysts, 
pelvic abscess, missed abortion or labor, pregnancy 
plus neoplasms, normal pregnancy, and pregnancy 
with pyelitis. 

The possibility of an abdominal pregnancy must 
be borne in mind unless everything is completely 
normal. The usual signs of recognition were not 
found to be very reliable. The pitocin test was 
found to be the most useful diagnostic procedure. 
Soft tissue roentgenograms were helpful, particu- 
larly in late pregnancy. 

Once the diagnosis is established there is no ad- 
vantage in delaying surgery. The two great dan- 
gers encountered are hemorrhage and _ infection. 
The placenta should not be disturbed since this is 
the source of the hemorrhage. The patients in 
whom the placenta was undisturbed had remark- 
ably normal postpartum courses in contrast to 
those in whom the placenta was entirely or partially 
removed. James F. DonneELty, M.D. 


The Placenta in Heart Disease (La placenta nelle 
cardiopatie). MARINO FERABOLI. Q. clin. ostet. gin., 
1951, 6: 219. 

The author studied the placentas of 6 women with 
severe decompensated heart disease, 3 of whom died 
during the puerperium and 1, at 7 months after 
delivery. 

Grossly, the specimens presented extensive in- 
farcts, often involving the entire thickness of the 
placenta, and many old and recent hematomas. 
Microscopically, there was extensive thrombosis in 
the intervillous spaces, necrotic breakdown of the 
syncytium, and edema and leucocytic infiltration of 
the villous stroma. The blood vessels of the villi were 
usually well preserved, showing thickening of the 
adventitia and proliferation of the perivascular con- 
nective tissue. 

As the fibrin from the degenerating material in the 
intervillous spaces envelops a growing number of 
villi, new areas of thrombosis and degeneration are 
produced. These placental changes are not to be con- 
sidered as specific lesions; they are due, basically, to 
the slowing of the general circulation in decompen- 
sated heart disease. HERBERT TEICHNER, M.D. 


The So-Called Giant Fetuses in Pelvic Presentation 
(Los fetos voluminosos en presentacién pelviana). 
Jorce AscENzO CABELLO and SARAH OLYMPIA DO 
VAL. Rev. san. policia, Lima, 1951, 11: 699. 


Ten fetuses with a body weight of 4,500 gm. or 
more (average 4,850 gm.) were born in pelvic 
presentation in a material of 56,311 births. The 
period covered was that between February 1, 1920 
and December 31, 1948. Aside from a thesis for his 
doctorate by Reif de Paula F. in 1916, this subject 
has not been previously considered, so far as the 
authors have been able to ascertain in the medical 
literature of the world since the year ro15. 

There was a predominance of older women in this 
material; 80 per cent were 31 years of age or older 
and 60 per cent were 35 years or more. The mothers 
in this material were all multiparas. The observa- 
tion that macrosomatia is associated with multi- 
parity agrees with most of the authors (Kimura), 
who find the peak of incidence of overweight children 
among the higher parities. In the authors’ reported 
material, however, the secundiparas predominated. 

Other factors in the production of the excessively 
large fetus are given by the authors as the influence 
of the parental body size (especially that of the fa- 
ther), sex (males predominate), obesity and seden- 
tary existence in the mother, diabetes, and possibly 
certain other pathologic conditions. 

Aside from the mechanical factors involved in the 
abnormally large size of the fetus, the pregnancy 
was not greatly different from that of the normally- 
sized infant; edema of the lower extremities was re- 
ported in only 30 per cent of these pregnancies. The 
labor, however, was longer than for the same parity 
with a normally-sized infant. The course of the 
labor was somewhat briefer than that for the whole 
group of oversized children without reference to the 
type of presentation. In the authors’ material (10 
cases) the average length of the period of labor was 9 
hours, 9 minutes. The chief obstacle to the progress 
of the delivery in these cases was the shoulder, par- 
ticularly the bi-acromial diameter. To the size of 
the perimeter at this level must usually be added the 
thickness of the usually hyperextended arms of the 
fetus. Nevertheless, 60 per cent of these 10 de- 
liveries occurred spontaneously. In the remaining 
40 per cent the after-coming head was delivered by 
the Mauriceau maneuver, preceded in one-half of 
the cases (2 instances) by the maneuver of Deventer- 
Muller and in the other half by that of Rojas. 
There was 1 instance of extraction by way of the 
pelvis; this resulted in a living child, but with 
brachial palsy. The heaviest infant in this group 
weighed 5,400 gm. This child, however, was born 
spontaneously without the least difficulty. 

One child died of intrauterine asphyxia; there 
were no maternal deaths; in fact, the placenta was 
discharged normally and the entire puerperium was 
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without incident in go per cent of these mothers (10 
per cent showed a slight rise in temperature during 
the puerperium). Joun W. Brennan, M.D. 


Rupture of the Uterus. JosepH Patrick DONNELLY. 
Am. J. Surg., 1951, 82: 354. 


The incidence of ruptured uterus has been de- 
clining gradually from approximately 1 in 1,000 to 
1 in 2,500 deliveries since the beginning of the cen- 
tury. In the present study there were 39 uterine 
ruptures in 101,127 deliveries. Etiologically there 
were 14 spontaneous ruptures, 12 traumatic rup- 
tures, and 13 following previous cesarean section. 

Among the etiological factors noted in the spon- 
taneous group were Bandl’s ring, excessively large 
baby, premature separation of the placenta, pitocin, 
welchii infection, and uterine anomalies. Two pa- 
tients had an apparently normal labor, but all 
were not in labor. All but 1 were multiparas. 

The majority of ruptures in the traumatic group 
followed version and extraction, an incidence of 1 
in 47 versions. The remainder followed forceps ex- 
traction. In the postcesarean group, the previous 
operation had been classical in 6 patients, low 
corporeal in 3 patients, and low transverse in 4 pa- 
tients. Most of these patients had had a morbid 
postpartum course after their previous operation. 

The most likely patient to develop a ruptured 
uterus is the multipara with a large baby. The 
statistics indicate that version and extraction, 
craniotomy of an unengaged head, and manual 
dilatation of the cervix are dangerous. As has 
been pointed out previously, the risk of rupture 
following classical cesarean is much higher than 
that following the low segment operations. A low 
segment cesarean section followed by a nonmorbid 
course does not necessarily indicate a repeat opera- 
tion. The three principles in the management of 
rupture of the uterus are (1) early diagnosis, (2) im- 
mediate operation, and (3) adequate replacement 
of blood. James F. DonneELty, M.D. 


Intra-Abdominal Hemorrhage During the Later 
Months of Pregnancy, with Reports on 2 Cases. 
Joun D. LE Soveor. Med.J. Australia, 1951, 2: 154. 


Intra-abdominal hemorrhage during the later 
months of pregnancy is uncommon. Rupture of the 
uterus is the most common cause. Other than this, 
rupture of an aneurysm or of a vessel on the uterine 
wall is the main cause. 

Two cases of death due to severe unrecognized 
intra-abdominal bleeding in patients near term are 
reported. In both, the clinical symptoms of sev ere 
abdominal pain and profound shock developed. The 
shock did not respond well to heroic treatment and 
death occurred rapidly in each instance. Autopsy 
showed the bleeding in one case to be due to rupture 
of the inferior mesenteric artery. In the second case 
the bleeding vessel could not be demonstrated dis- 
tinctly but the blood appeared to come from the 
region of the mesenteric and splenic veins. 

Joun R. Wotrr, M.D. 
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LABOR AND ITS COMPLICATIONS 
Abnormal Inclination of the Symphysis Pubis as 
Cause of Mechanical Dystocia (Sui bacini a sinfisi 
pubica anormalmente inclinata, come causa poco 
nota di distocia meccanica). GIUSEPPE NICORA. 
Minerva gin., Tor., 1951, 3: 343- 

Normally, the axis of the symphysis forms an an- 
gle of about 95 degrees with the true conjugate. 
When the symphysis is rotated, the angle between 
its axis and the true conjugate becomes more acute; 
in extreme cases of “horizontal symphysis” it will 
approximate o degrees. 

The author studied 7 patients during a total of 18 
confinements; 5 women were multiparas and 2 were 
primiparas. There were only 3 spontaneous de- 
liveries in this group, all resulting in stillbirths. 
Three sections (all in multiparas) and 7 forceps de- 
liveries produced living infants, while in 5 cases 
embryotomy was performed. 

When the possibility of this abnormality is kept 
in mind, its diagnosis in cases of prolonged labor or 
uterine inertia should not be difficult. Descent of 
the head occurs by posterior asynclitism. When 
forceps are to be applied, traction should be directed 
down and well backward instead of in the direction 
of the pelvic axis to avoid pressure of the head 
against the symphysis. Hersert TEICHNER, M.D. 


Certain Concepts in the Handling of Breech and 
Transverse Presentations in Late Pregnancy. 
CHARLES S. STEVENSON. Am. J. Obst., 1951, 62: 488. 


A persistent breech and transverse presentation 
at term is thought to be caused by the accommoda- 
tion of the fetus to the spherical shape of the uterus 
produced by the location of the placenta in the 
cornual-fundal area or in the lower uterine segment. 
Soft tissue placentography is essential in all women 
with such persistent positions after the thirty-second 
week of pregnancy. 

By having accurate knowledge of the location of 
the placenta, external version can be done without 
risk of traumatic separation. This one danger of 
external version can be obviated. The technique 
of external version with avoidance of pressure on 
the placental site is described. This should be done 
on all such patients at the thirty-fourth week of 
pregnancy. 

Unfavorable accidents involving the umbilical 
cord which result from external version are very 
rare. The fetal heart should be carefully ausculted 
before and just after performance of the version, 
and if, after 30 to 60 seconds, it is not normal the 
fetus should at once be returned, by a reverse 
maneuver, to its original position. 

Anatomic factors which in general make the per- 
formance of external cephalic version difficult or 
impossible are: primigravidity, frank breech pres- 
entation with extended legs, deep engagement of the 
breech, oligohydramnion, “extended attitude” of 
the fetus, and elongation of the amniotic sac result- 
ing from relatively low implantation of the placenta 
in the cornual region which it principally occupies. 
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When external version cannot readily be accom- 
plished, even though the breech has been successfully 
disengaged from the pelvic canal, it is probably be- 
cause the placenta is offering mechanical blockage 
to the fetus in swinging past it. Since the main 
precaution is to avoid placental separation, one 
should be willing not to force such a situation and 
should abandon the attempt for the time being. 
About one-fourth of such patients will undergo 
spontaneous cephalic version within the next week, 
but if this does not occur, version should again be 
attempted, because it may then, surprisingly enough, 
be successfully performed with ease. 

Since external cephalic version is an extremely 
safe and valuable obstetric maneuver, and one 
which any physician familiar with obstetric practice 
can easily teach himself to do, it is hoped that it 
will have increased and widespread usage. 

Joun R. Wo rr, M.D. 


Invagination of the Birth Canal with Manual Ex- 
traction and Forceps (Die Invagination des Durch- 
trittsschlauches bei manueller Extraktion und 
Zange). A. H. Patmricn. Geburtsh. & Frauenh., 
1951, 11: 698. 

With breech extraction and version, as well as 
with forceps delivery, especially in cases in which 
the cervical os is not completely dilated, one must 
keep in mind the possibility of invagination of the 
birth canal with possible subsequent diminution in 
the caliber of the birth passages. This, incidentally, 
is somewhat analogous to intestinal intussusception. 
That this is important is attested to by the fact that 
there is less fetal mortality if the cervix is completely 
effaced and dilated. 

One can avoid cesarean section with uterine iner- 
tia and incomplete cervical dilatation by utilizing 
cervical incisions and pushing the cervix above the 
greatest diameter of the presenting part. This pre- 
vents the cervix from taking up space between the 
head and the vaginal canal, which event would 
follow from the cervix being dragged downwards 
with forceps traction or, in the case of breech de- 
livery, by tugging on the baby’s buttocks. 

WARREN R. Lane, M.D. 


Initiation of Toxemia During Labor. R. A. BARTHOL- 
oMeEW, E. D. Cotvin, W. H. Grimes, J. S. Fisn, and 
W. M. Lester. Am. J. Obst., 1951, 62: 246. 


It is not generally realized that toxemia is initiated 
more often in labor than in pregnancy. Proof of 
toxemia lies in the fact that degeneration of chori- 
onic epithelium and the proteinuria resulting there- 
from develop to a highly significant degree between 
the onset and the termination of labor. Due to the 
limited duration of labor and riddance of the pla- 
centa (the source of the toxic elements), the clinical 
symptoms of toxemia are not manifested. 

This study was based on 500 private cases in 
which the urine and placenta were carefully exam- 
ined. Proteinuria is closely related to the degree of 
placental infarction. The authors believe that pla- 
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cental infarction is the essence of toxemia of preg- 
nancy. In all cases in which proteinuria was absent 
on admission and from 2 to 4 plus at delivery, micro- 
scopic examination of the infarcted placental tissue 
showed necrosis. It was apparently due to the fact 
that engorgement of the villous capillaries had so 
enlarged and crowded the villi that the oxygenated 
maternal intervillous circulation was greatly reduced 
or even excluded. Hypoxia or anoxia of the chori- 
onic epithelium resulted. 

The changes in characteristic infarction of the 
placenta are (1) enlargement and crowding of the 
villi; (2) marked reduction in the intervillous spaces 
and circulation; (3) distention and engorgement of 
the villous capillaries; (4) and pyknosis and karyor- 
rhexis of the chorionic epithelium. When the pla- 
cental changes are marked, proteinuria is always 
present. If the placental changes are patchy or 
scattered, proteinuria may be absent. In the latter 
condition, local necrosis is absent. 

Local necrosis results in the formation of thrombo- 
plastin, which is important in thrombosis. 

The authors believe that the sequence of events, 
as based on the characteristic placental pathology, 
is apparently as follows: spasm of the sphincters in 
one or more fetal placental veins; obstruction to the 
escape of fetal blood from the corresponding pla- 
cental unit; continued forcing of the fetal blood into 
the unit by the fetal heart through the corresponding 
fetal placental artery; marked distention and en- 
gorgement of the capillaries of the villi with re- 
sulting marked enlargement and crowding of the 
villi; more or less marked narrowing of the inter- 
villous spaces and circulation; anoxemia and degen- 
eration of the chorionic epithelium evidenced by 
pyknosis of the nuclei of the syncytial border (first 
scattered and patchy, later extensive), the nuclei 
appearing intensely black, which is rapidly followed 
by karyorrhexis, the nuclei breaking up into small 
black granules; and the formation of thromboplastin, 
causing intervillous thrombosis within and bordering 
on the infarct. 

Toxemia of pregnancy is a specific pathological 
state, compounded of the several effects of necrosis 
of chorionic epithelium, namely: (1) toxic effects of 
breakdown products, probably peptone, guanidine, 
and histamine, which are vascular poisons but which 
are yet to be definitely identified; (2) the damaging 
effects of fibrin thrombi, the formation of which is 
initiated by excess thromboplastin of placental 
origin, and which may occasionally render the blood 
incoagulable by using all available fibrinogen; and 
(3) the damaging effects of arteriolar spasm causing 
ischemic necrosis. 

Obstruction to the outflow of fetal blood, by spasm 
of the sphincters in one or more placental veins, 
would seem to offer the best explanation of the en- 
larged distended villous capillaries. The authors 
believe that this spasm is caused by the posterior 
pituitary secretion. 

It is therefore possible that the breakdown toxic 
products of placental infarction formed during la- 
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bor, when added to those already present due to a 
pre-existing toxemia, and to those of the puerperal 
involutionary process, may suffice to cause late post- 
partum convulsions, the source of which has always 
been subject to much speculation. 

T. FLoyp M.D. 


NEWBORN 


Researches on the Physiologic Icterus of the New- 
born (Recherches sur l’ictére physiologique du nou- 
veau-né). Duonc BA BANH and NcuyEN Nooc San. 
Presse méd., 1951, 59: 892. 


More than 50 per cent of all newborn infants show 
some degree of jaundice between the third and sev- 
enth day of life. It is a well established fact that 
this jaundice is due to the breakdown of hemoglobin 
no longer needed in the improved state of oxygena- 
tion provided by the lungs. The authors investigated 
the question as to what factors are contributory to 
produce a greater or lesser degree of icterus. They 
arrive at the following conclusions: icterus is in- 
creased in weak newborn infants, in cases of obstet- 
rical trauma (more than 80 per cent if forceps de- 
liveries become icteric), in cephalhematoma or other 
— hemorrhage, and after late ligation of the 
cord. 

A peculiar fact is the alleged influence of the ex- 
ternal temperature. It seems that during the winter 
months icterus in the newborn occurs more frequent- 
ly than in summer. This, however, is not a well 
established fact and several authors deny all seasonal 
influence on the hemolysis. 

Some authors believe that there is a relation be- 
tween the resistance of the erythrocytes and the de- 
gree of icterus. They found that the fragility of the 
erythrocytes is greater in icteric than in nonicteric 
newborn infants. 

In addition to the destruction of hemoglobin, a cer- 
tain immaturity in the hepatic excretion of bile pig- 
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ment seems to be a contributory factor in jaundice 
of the newborn. Some degree of hyperbilirubinemia 
is already present at birth, before the breakdown of 
erythrocytes sets in. 

Finally, the writers studied the blood groups of the 
mothers and the infants, and they state that group 
incompatibility does not play any role in the etiology 
of icterus in the newborn. 

WERNER M. Sotmitz, M.D. 


MISCELLANEOUS 


The Superficial Venous Circulation During Preg- 
nancy. A Study With Infrared Photography 
(La circolazione venosa superficiale nello stato 

uerperale. Studio con la fotografia sensibile ai raggi 
infrarossi). GERMANO FERRARIS. Minerva gin., Tor., 
1951, 3: 358. 

It is known that the subcuticular veins become 
more prominent during pregnancy in some parts of 
the body. By using infrared photography the in- 
crease of venous circulation can first be demon- 
strated about the breasts as early as in the second 
month of pregnancy. Later on the increased venous 
network spreads over the abdomen and thighs. Fol- 
lowing delivery, regression occurs in inverse order 
of appearance. 

The author believes that this phenomenon is 
based mainly on an increase in caliber of the existing 
subcuticular veins and not on an increase of their 
number. 

In trying to evaluate what role endocrine factors 
might have in producing these changes, the author 
injected various natural and synthetic estrogen and 
progesterone preparations, as well as chorionic 
gonadotropin, into a number of white rabbits which 
were subjected to infrared photography before and 
after the experiments. Only one estrogenic prepara- 
tion resulted in some increase of the subcuticular 
vasculature. HERBERT TEICHNER, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Surgery of the Adrenals. CHartes Huccins and 
DELBERT M. BERGENSTAL. J. Am. M. Ass., 1951, 
147: 101. 


This is a very concise yet comprehensive sum- 
mary of the present status of operations on the 
adrenal glands. It is pointed out that such proce- 
dures are now in a “fast-moving evolutionary stage” 
and that already there have been 4 significant ad- 
vances: (1) methods have been developed for main- 
taining life despite adrenal insufficiency, (2) valuable 
diagnostic procedures are now available for the as- 
say of adrenal functions, (3) operative techniques 
have been improved, and (4) adrenocortical tumors 
can now be produced experimentally. Each of these 
facets is discussed along with numerous references 
to the significant literature. 

With a general review of the physiology of the 
adrenal gland as the background, consideration is 
given to the various types of cortical and medullary 
tumors as well as to the non-neoplastic diseases. The 
authors favor exposure of the adrenal gland through 
a posterolateral incision with resection of the twelfth 
rib. Medical management incident to adrenal sur- 
gery is outlined and consists primarily of appropriate 
doses of cortisone, desoxycorticosterone acetate, and 
sodium chloride. 

It is finally concluded that removal of all or parts 
of the adrenal glands has been beneficial in exces- 
sively functioning tumors, Cushing’s disease, hyper- 
tension of certain types, and advanced carcinoma of 
the prostate. Nevertheless, the authors warn that 
the chances of therapeutic rewards must be balanced 
carefully against the dangers of Addison’s disease 
and the problems of prolonged replacement therapy. 

Ormonp S. Cutp, M.D. 


The Value of Early Pyelography in the Course 
of Renal Contusions on the Basis of 33 Personal 
Observations (Valeur de la pyélographie précoce au 
cours des contusions du rein au sujet de 33 cas 
personnels). L. SABADINI and J. Ducassov. Mem. 
Acad. chir., Paris, 1951, 77: 662. 


During the past 7 years, 33 contusions of the kid- 
ney have been treated at the hospital Mustapha, 
Algiers. In the first 17 patients a postcontusional 
pyelography was done, and this was followed by con- 
trol pyelographies during the evolution of the con- 
dition; in the last 16 the postcontusional pyelog- 
raphy was associated with intravenous urography. 

On the basis of the experience gained in the man- 
agement of these 33 renal contusions, the authors 
feel authorized to declare that the pyelography 
immediately following the injury affords an abso- 
lutely complete anatomical picture of the nature of 
the renal lesions. It constitutes a veritable anatomo- 
pathologic examination. 


Intravenous urography is incapable of reproduc- 
ing such precise details of the injury. This method 
affords the suspicion of a lesion without proving it. 
It frequently results in error. 

In the pyelographic examination the patient is 
placed in the Trendelenburg posture and the con- 
trast material is injected in small amounts and very 
gently. In none of the 33 patients was there any 
discomfort, and there was no instance of infection 
and no instance of bleeding. , 

The authors believe that postcontusional pyelog- 
raphy provides an excellent guide for the surgical 
treatment of the condition. Far from encouraging 
unseasonable, mutilating operations, it acts as a 
moderator of surgical indications if the films are 
properly interpreted. There is no longer the feeling 
of operating in the dark, blindly and without proper 
guidance. 

The discussants (Fey, Louts Micuon, R. CouveE- 
LAIRE, R. GOUVERNEUR) on the whole, disagreed 
with the authors. They could not see from their 
examination of the roentgenograms how the thera- 
peutic indications would be changed thereby. Fry 
thought that the urography which did not show 
lesions followed by the pyelography that did simply 
meant that the pyelography itself had produced the 
lesions which it portrayed. MicHon thought that in 
these renal contusions urography should be used, 
both for preoperative examination and later exami- 
nations, and emphasized its indispensability for 
medicolegal purposes. In his opinion again, it was 
permissible to do a retrograde pyelography at a late 
date for medicolegal purposes. However, he has 
never been able to regard early retrograde pyelog- 
raphy as harmless. 

SABADINI, nevertheless, held to his assertion that 
the procedures were innocuous and contended that 
it was just because of his conviction regarding the 
influence of the method on the therapeutic indica- 
tions that he prepared the present report. 

Joun W. BRENNAN, M.D. 


Traumatic Renal Infarction Concurrent with 
Massive Fat Embolism. Gorpon M. CARVER, JR. 
J. Urol., Balt., 1951, 66: 331. 


Massive fat embolism has been known as a clin- 
ical entity for many years, but it is sufficiently rare 
that the diagnosis is seldom entertained antemor- 
tem. The condition is usually associated with 
trauma; it is most frequently associated with frac- 
tures but is also seen in extensive trauma to the 
soft parts as in bomb explosion injuries or extensive 
burns. Fat embolism may result in almost imme- 
diate death, in immediate symptoms with subse- 
quent death, or in symptoms with subsequent 
death after an asymptomatic period. The usual 
picture is one in which, after an asymptomatic 
period of from 6 to 72 hours, the patient becomes 


166 


GENITOURINARY SURGERY 


apprehensive, and develops tachypnea, tachycar- 
dia, hyperthermia, and hypertarachia. These signs 
are usually progressive. Respiratory embarrass- 
ment with signs of consolidation in the chest is 
often present as are various manifestations of cen- 
tral nervous system involvement. Globules of fat 
may appear in the urine on the third or fourth day 
and are a significant diagnostic sign. There is as 
yet no specific treatment for massive fat embolism. 
The author reports 2 cases of death from fat em- 
bolism following trauma which resulted in mul- 
tiple fractures. In both instances gross hematuria 
was present. At autopsy both patients were found 
to have infarcts in the right kidney. Multiple fat 
emboli were demonstrated in the kidneys as well as 
in other tissues. However, it was difficult to es- 
tablish a definite causal relationship between the 
massive fat emboli found in the kidneys and the 
infarcts which were present. The author concludes 
that renal pathological damage following even mas- 
sive fatal fat embolism is remarkably benign. 
Joun T. Grayuack, M.D. 


Unusual Cases of Tuberculosis of the Kidney (For- 
mas singulares de la tuberculosis renal). ENRIQUE 
Pérez Castro. Urologia, Treviso, 1951, 18: 132. 


The author states that in some not very well 
equipped hospitals, some hematurias are still fre- 
quently classified as ‘‘essential hematurias,” but a 
more careful and complete examination in many of 
these cases will lead to a diagnosis of tuberculosis 
of the kidney. 

The author has observed some cases of very severe 
hematuria due to tuberculosis of the kidney in an 
early stage in which a tamponade of the bladder was 
necessary to stop the bleeding. Having observed 
that these cases usually occur during the same 
period of the year, he thinks that the meteorological 
conditions might influence the bleeding in some way. 
Sometimes he has observed very severe bleeding also 
in chronic tuberculosis of the kidney. He usually 
tries to find out by means of an accurate x-ray exami- 
nation if the lesions are widespread over the kidney 
or if they are localized. In the latter case he advises 
partial excision following Carl Semb’s technique, 
instead of nephrectomy. He also presents a case, the 
first in the Spanish literature, of tuberculoma of the 
kidney, in which the history and the roentgeno- 
grams were typical for renal tumor, but the speci- 
men revealed the existence of a tuberculoma. He 
describes also a case in which the lesion had been 
isolated by calcified valves and was outside of the 
kidney and adherent to its lower pole. 

The last case was that of a man with tuberculosis 
of the vas deferens and no symptomatology of the 
urinary tract. An exploration of the kidneys showed 
the presence of an enormous hydronephrosis of the 
upper half of the kidney which was due to a localized 
form of tuberculosis. This case gave the author the 
opportunity to emphasize careful exploration of the 
urinary tract in any case of tuberculosis of the 
genitalia. Enzo Kraut, M.D. 
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Lysis of Kidney Stones by Citric Acid Applied by 
Ureteral Catheter (Zur Aufloesung von Nieren- 
steinen durch Zitronensaeure mittels Harnleiter- 
katheter). WERNER STAEHLER. Med. Welt, 1951, 
20: 1129. 


Phosphate and carbonate calculi can be dissolved 
by citric acid, but not urate and oxalate stones. 
Therefore, the chemical nature of the stone should 
be verified before litholysis is attempted with citric 
acid. To achieve the optimal result the px of the 
solution should be between 2.0 and 3.0. The author 
uses the following formula: 


Acid citric 70.0 
Ammonium citric 30.- 
Distilled water ad 1000.- 


Two ureteral catheters are introduced and brought 
in contact with the calculus or calculi, the site of 
which has been previously determined by roent- 
genography. No exact information is given in the 
article as to how long the solution has to run to 
achieve lysis of the stones. 

The writer reports 3 cases, in one of which a 
spectacular success was attained. In this patient 
the kidney pelvis was filled with innumerable cal- 
culi and a large stone of finger thickness filled the 
lumen of the ureter. Citric acid treatment, continued 
for 6 days, resulted in complete disappearance of all 
the stones and normal function of the kidney. The 
other 2 cases showed a definite decrease in size but 
not complete disappearance of the stones. 

Untoward reactions, such as fever, chills, and 
severe pains, occurred in 2 of the 3 cases. In spite 
of these disadvantages an attempt at litholysis with 
citric acid is justified in appropriate cases as it may 
obviate nephrostomy or nephrectomy and restore the 
normal function of the kidney. 

WERNER M. Sotmitz, M.D. 


Partial Nephrectomy in the Treatment of Lithiasic 
Disease (Die Nierenpolresektion in der Behandlung 
von Steinleiden). H. Micuet. Zschr. Urol., 1951, 
44: 514. 

In general terms the indication for partial nephrec- 
tomy is said to be present when the diseased kidney 
tissue is well delimited and is restricted to one pole 
of the kidney. A prerequisite is the presence of 
sufficient functionable renal parenchyma—at least 
half the kidney—to carry on the duties of this irre- 
placeable organ. Thus, malignant neoplasms of the 
kidney would seem to exclude this indication; 
tuberculosis also excludes it in view of the excellent 
reports with reference to the use of present day 
chemotherapy of tuberculous renal involvement. 

The partial nephrectomies (25 cases) performed in 
the author’s department, when the instances of soli- 
tary cyst and double kidneys are disregarded, were 
performed almost exclusively for lithiasis. In renal 
lithiasis the indication for partial nephrectomy is 
present when the calculus disease has produced ir- 
reparable changes in the renal pole. The changes are 
produced in the main by two different etiologic 
factors: urinary stasis and infection. Not rarely, 
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these changes are but poorly confined to the involved 
pole itself; however, it is surprising to note the 
powers of recuperation of the remaining kidney 
tissue, once the principal focus of disease has been 
removed. 

In this last connection the author reports the case 
of a 32-year-old pregnant woman who, while still a 
child, had suffered a number of attacks of “‘pyelitis” 
and now with the advent of the pregnancy had de- 
veloped severe bilateral pyelonephritis. However, 
it was only after 3 months of recurrent attacks of 
renal colic on the left side and attacks of -high 
fever that a small calyceal stone could be demon- 
strated in the lower pole of the left kidney. 

The erythrocytic sedimentation rate was 54/126 
and colon bacilli were present in large numbers. The 
excretory pyelogram disclosed a contracted kidney 
on the right side and severe inflammatory changes in 
the left organ. In this kidney the superior calyx was 
relatively sharply defined; the middle, and particu- 
larly the lower, calyx was irregularly contoured, par- 
tially filled, and deformed. 

In this patient partial nephrectomy, consisting of 
resection of the lower pole under streptomycin pro- 
tection, led to immediate disappearance of the 
febrile condition and the evidence of urinary infec- 
tion. The sedimentation rate sank to 13/24. Later 
re-examination showed that the middle calyx had 
recovered, with sharp delineation and evidence of 
excellent functioning. As to whether the pyelo- 
nephritis had caused the stone or the stone had 
caused the pyelonephritis, the author answers tenta- 
tively in favor of the first hypothesis, since the stone 
was not apparently discoverable for more than 3 
months after the onset of the illness. 

The operation is not a formidable one and com- 
plications are few. There was not a single instance of 
secondary bleeding in the entire material of 25 resec- 
tions. The formation of a fistula occurred only 3 
times. The most frequent postoperative complica- 
tion was the implanting of the infective process into 
the wound bed; this led in 25 per cent of the non- 
drained cases to a prolongation of the treatment to 
more than 3 weeks. The manner of spread of the 
infection of the infective process is not so important 
as the possibility of spread to the residual kidney 
tissue. This, however, was practically limited in this 
material to 1 instance of septic thrombotic infarction. 

Joun W. BRENNAN, M.D. 


Further Contribution on Hemostasis After Neph- 
rotomy (Ulteriore contributo alla emostasi post- 
nefrotomica). ERNESTO CoMINELLI. Urologia, Tre- 
viso, 1951, 18: 171. 

In view of the degenerative processes occurring 
in kidneys which were sutured with the usual tech- 
nique after nephrotomy, the author, in 1947, per- 
formed a new operation on 12 rabbits and obtained 
perfect recovery in all of the animals. Neither 
secondary hemorrhage nor degeneration of the 
parenchyma occurred. He has applied the same 
technique in 8 patients with excellent results. 
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The fibrous capsule is widely opened and dis- 
joined laterally from the cortex. On each side of 
the capsule three anchoring stitches are applied and 
the nephrotomy is then performed. When the opera- 
tion is over, the contralateral stitches which have 
been applied before are tied together and an over- 
and-over suture is applied along the incised capsule. 

The author quotes Cecconi who has operated with 
the same technique upon a fair number of patients 
with very good results. Cecconi usually does not 
detach the fibrous capsule from the cortex and some- 
times he leaves a narrow sheet of hemostatic gel 
between the cut surfaces of the kidney. The author 
also quotes Lattanzio who with the same technique 
has demonstrated on dogs that healing of the kidney 
is obtained also if the ureter has been stenosed and 
hydronephrosis has arisen. Rupture of the sutured 
capsule occurred only when the renal vein was nar- 
rowed. The author thinks that this rupture was not 
due to pressure but to necrosis of the tissues. Trueta 
and other workers have, in fact, demonstrated that 
an obstacle to the venous backflow from the kidney 
provokes ischemia. 

The author considers his technique as the safest 
and recommends it for all the nephrotomies. 

Enzo Kran, M.D. 


Treatment of Ureteral Stone. Its Removal by 
Endoscopic Manipulations (Tratamento dos 
cAlculos ureterais. Sua extragéo por manobras en- 
doscépicas). FIGUEIREDO BAENA and C. A. DE 
OLIVEIRA FIGUEIREDO. Rev. brasil. chir., 1951, 21: 
327. 

The authors present a material of 11 patients. 
With an armamentarium for endoscopic work which 
was far from being regarded as a model one, they 
have been successfully removing ureteral stones and 
have not made any essential diagnostic error or had a 
single serious accident with their method. 

One precaution was insisted upon. Under no cir- 
cumstances and under no consideration was forceful 
traction employed. In more than 1 instance they 
abandoned efforts at extraction, after having cathe- 
terized the ureter, removed the instrument, and 
postponed the procedure for another time. 

In 2 patients they were fortunate in removing 
small stones, after having gradually and progressive- 
ly dilated the ureter with a basket form of filiform 
tip on the catheter. In 2 further instances an at- 
tempt at extraction was made with a spiral catheter 
type of dislocator. In 1 of these patients they were 
successful after three attempts at intervals of a 
week. On the third attempt the small stone became 
engaged in the spiral and came down with it. 

In the second attempt with the spiral the stone 
could not be dislodged. In a previous attempt with 
ureteral lithotomy in this patient one stone was re- 
moved, the other remaining fixed. Numerous subse- 
quent sessions with various types of endoscopic 
instrumentation failed to move this calculus and the 
kidney finally had to be removed because of dilata- 
tion and infection. 
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The stone was expelled spontaneously from 6 of the 
remaining 7 patients after dilatation of the meatus 
or intramural portion of the ureter. In the remaining 
patient permanent catheterization of the stone-con- 
taining ureter for renal colic resulted in dilatation of 
the ureter and expulsion of the stone after 48 hours. 

It is this last modality, viz., permanent cathe- 
terization of the ureter—simple catheterization or 
catheterization with the dilator of Checassu, as the 
case may suggest—which most attracts the atten- 
tion of the authors. These modalities may be em- 
ployed for the detection and correction of stenoses, 
for the amelioration of pain, for guarding against 
infection and, finally, for obtaining the expulsion of 
concretions. The method is simple of application, 
safe, and, when successful, forestalls surgical inter- 
vention, which is a priceless advantage in the eyes of 
the patient (Heitz-Boyer). 

Joun W. BRENNAN, M.D. 


BLADDER, URETHRA, AND PENIS 


Disturbances in Emptying of the Bladder (Blase- 
nentleerungsstoerungen). C. E. ALKEN. Med. Welt., 
1951, 20: 1126. 


The author discusses the differential diagnosis be- 
tween three urologic conditions: benign adenoma of 
the prostate (wrongly termed hypertrophy of the 
prostate), sclerosis of the sphincter, and neurologic 
disturbances such as tabes, multiple sclerosis, syrin- 
gomyelia. 

Except for rare cases, adenoma occurs after the 
age of 55 years only, whereas sclerosis of the sphinc- 
ter, also called median bar, is more a disease of the 
middle-aged male and may occur as early as the 
thirty-fifth year. The symptoms are identical in 
both conditions: difficulty in miction, residual urine, 
and, later, complete obstruction. The differential 
diagnosis is made by means of rectal palpation. 
Whereas in adenoma the prostate is considerably en- 
larged, palpation in sphincter sclerosis reveals an 
atrophic, small, and rather dense prostate. This 
finding is pathognomonic. The affection is not in- 
frequent; about 25 per cent of all cases of voiding 
difficulties are due to sphincter sclerosis. The patho- 
genesis is unknown. It is assumed that the condition 
develops on the basis of a constitutional disposition 
to connective tissue proliferation. 

Neurologic disturbances of miction may occur at 
any age. It is important to know that isolated atony 
of the internal sphincter with weakness of the detru- 
sor is a characteristic early symptom which may pre- 
cede other manifestations of tabes or multiple sclero- 
sis by years. This so-called Schramm phenomenon 
can be diagnosed easily by cystoscopy. The internal 
sphincter is open and gaping so that in the filling of 
the bladder the posterior part of the urethra expands 
down to the external sphincter, and the cystoscope 
can be retracted into this recessus or atrium of the 
bladder. In these cases the colliculus seminalis can 
be visualized by the cystoscope, which is not possible 
in normal patients. 


Sphincter ext. 


Colliculus seminalis 


Sphincter int. 


Fig. 1 (Alken). Upper, Schematic cross section through 
the normal bladder with introduced cystoscope. The optic 
end of the cystoscope lies immediately anterior to the 
internal sphincter. Normal tonus of the posterior urethra. 
Lower, Schematic cross section through the bladder in 
a case of tabes. The sphincter is atonic and the posterior 
urethra gapes. The beak of the cystoscope can be re- 
tracted far enough to visualize the colliculus seminalis: 
Schramm’s phenomenon. 


An important diagnostic criterion is the tonus of 
the sphincter ani. Whereas in adenoma the tonus 
is slightly increased and in cases of median bar it is 
normal, it is definitely decreased in neurologic condi- 
tions. 

The writer emphasizes the diagnostic value of the 
pneumocystogram, i.e., a roentgenogram of the air- 
filled bladder. After catheterization from 200 to 400 
c.c. of air are injected into the bladder, and a roent- 
genogram is taken at an angle of about 100 degrees 
so that the shadow of the symphysis does not cover 
the area of the bladder neck and the posterior ure- 
thra. WERNER M. Sotmitz, M.D. 


Pathological Changes in the Urethra of Paraplegic 
Patients. A. Estrin ComMarr and Ernest Bors. 
J. Urol., Balt., 1951, 66: 355. 


The authors report 43 cases of penoscrotal fistula, 
80 cases of penoscrotal urethral diverticulum, and 7 
cases of prostatic diverticulum. The incidence among 
619 paraplegic patients was 6.9 per cent for penoscro- 
tal fistula and 1.1 per cent for prostatic diverticulum. 
Sixty-one patients (50%) among 122 screened at 
random by urethrography were.found to have a 
penoscrotal diverticulum. The diagnosis is based 
upon cystourethroscopy and urethrography because 
other symptoms such as pain or frequency are absent 
in this type of patient. All three conditions are be- 
lieved to be acquired, and the penoscrotal fistula and 
diverticulum are thought to be caused by a decubi- 
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tus ulcer at the acute angle of the penoscrotal junc- 
tion. Infection plays a role in each of the three con- 
ditions. Spontaneous healing of the fistulas occurred 
in 35 per cent of the cases with conservative treat- 
ment which consisted of correcting the anemia, hy- 
poproteinemia, and infection by blood transfusions, 
diet, sulfa drugs, and antibiotics. The urethral angle 
at the penoscrotal junction was straightened by a 
No. 16 Fr. Foley bag catheter taped to the abdomin- 
al skin. Penicillin K-Y jelly is used as a lubricant. 
Conservative surgical management of the fistulas 
consisted of incision of the abscesses and internal or 
external electrofulguration of the fistulas. This cured 
7.5 per cent of the patients. The radical surgical pro- 
cedures of closure of the fistulas should be applied 
only after satisfactory bladder function has been re- 
stored. An attempt at closure without diversion of 
the urinary stream is justified; in case of failure, 
perineal urethrostomy is preferred to cystostomy for 
the diversion of the urine. 

Two methods are presented for the closure of the 
urethral defect at the penoscrotal junction resulting 
from the excision of either a fistula or a diverticulum. 


The first method requires a transverse excision and — 


No, 0000 atraumatic catgut sutures which imbricate 
the urethra, and close the dead space and the skin in 
three respective layers. The second method requires 
a longitudinal approach and stainless steel wire No. 
32 exclusively as suture material. The first extramu- 
cosal inverting suture is continuous and is led out 
above and below the wound angles; it is secured by 
buckshots according to Bunnell’s technique for ten- 
don sutures. The dead space is closed by mattress 
sutures and the skin by interrupted sutures. The 
wire technique was preferred to the catgut technique. 
Fifty-seven and five-tenths per cent of the 40 pa- 
tients treated by these methods were cured. Ten 
large penoscrotal diverticula were successfully excis- 
ed, 4 with the catgut, and 6 with the wire, technique. 
Only diverticula of Grade II or more were managed 
surgically. (Grading was done according to the 
diameter of the diverticulum as seen roentgeno- 
graphically and measured in centimeters from 1 to 
4.) Three of the 7 prostatic diverticula were success- 
fully treated by transurethral incision of the roof. 
Ernest Bors, M.D. 


GENITAL ORGANS 


The Treatment of Prostatic Hypertrophy with 
Estrogenic Substances (Die Behandlung der Pro- 
statahypertrophie mit oestrogenwirksamen Sub- 
stanzen). WILHELM Brosic. Zschr. Urol., 1951, 44: 
508. 


Sixteen patients with benign prostatic hyper- 
trophy were treated with estrogenic substances 
(cyren, stilbestrol, eticyclin). As a rule patients who 
presented a markedly enlarged gland but with only 
small amounts of residual urine were selected. In 
almost all of these patients permanent catheteriza- 
tion was unnecessary. In this manner the confusing 
factor of the markedly beneficial effects of cathe- 
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terization and the usual bladder lavages (reduction 
of the swelling) in many prostatic patients was 
avoided. 

The dosages employed in these patients were those 
commonly used in the author’s clinic for prostatic 
cancer. Such treatment was conducted by three 
different modi: (1) cyren A (50 mgm.) was given as 
an implant every 6 weeks, combined with stilbestrol, 
5 tablets (0.25 mgm. each) by mouth 4 times daily; 
(2) stilbestrol (2 tablets of 0.25 mgm. each) was given 
6 times daily per os, and (3) eticyclin (2 tablets of 0.05 
mgm. each) was given 3 times daily per os. 

In 13 of these 16 patients, subjective improve- 
ment was obtained. The residual urine diminished 
in all of the patients by an average of about 50 per 
cent. Objective improvement, that is, rectally palpa- 
ble diminution of the size of the gland, and short- 
ening of the sphincter-colliculus distance (urethro- 
scopically) were observed in only 3 instances. In 1 
patient the rectally palpated gland diminished in size 
but the sphincter-colliculus distance was practically 
unchanged. Finally, in 1 patient the rectally palpa- 
ble gland diminished in size, but the sphincter- 
colliculus distance was unchanged and the subjective 
symptoms were not improved. The average shorten- 
ing of the sphincter-colliculus distance as measured 
endoscopically in this entire material averaged 
about 0.5 cm. 

From his own experiences and from a study of the 
literature, the author concludes that the androgens 
may be employed in those prostatic patients in 
whom the symptoms are predominantly psycho- 
neurotic, in whom there are indications suggesting 
the presence of the male climacterium, and in whom 
there is no residual urine. The estrogens may be 
used in those patients in whom residual urine is 
present, but in whom there is as yet no necessity for 
prostatectomy. Hormone therapy may also be indi- 
cated for those patients (with general debility, kid- 
ney damage) in whom prostatectomy is no longer 
regarded as feasible. Such treatment may, of course, 
be supplemented by endoscopic electroresection. 

Prostatectomy is indicated in those patients in 
whom there is a large amount of residual urine and 
marked dysuric symptoms which do not give way 
in a short period of time under conservative meas- 
ures. Prostatectomy is also indicated in the presence 
of beginning functional kidney damage. All these 
indications will, of course, be influenced by the pres- 
ent day low mortality of the method of retropubic 
prostatectomy as developed by Millin. 

Joun W. BRENNAN, M.D. 


Carcinoma of the Prostate. James C. KimproucH and 
Rosert B. Rowe. J. Urol., Balt., 1951, 66: 373. 


This is a review of 78 cases of carcinoma of the 
prostate observed at Walter Reed General Hospital 
during a period of 10 years. 

Half of the patients had advanced carcinoma and 
received only palliative therapy. Castration plus 
estrogen therapy seemed to give better results than 
either of these measures alone. It is recommended 
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that treatment be started promptly rather than 
postponing it until the patients develop severe 
symptoms. 

The other 39 patients had radical prostatectomy 
(perineal 38, retropubic 1). Eight patients who had 
local extension of their carcinoma beyond the pros- 
tate gland were also castrated and given estrogens. 
These supplementary measures were not employed 
when the malignancy was confined to the tissue re- 
moved at the radical operation. 

Of 6 patients treated by radical perineal prosta- 
tectomy more than 5 years ago, 4 are living and free 
of metastases. The status of the 2 others remains 
unknown. Of 35 individuals who had radical oper- 
ations during the last 5 years of the study, 27 have 
no metastases but most of these have been followed 
up for less than 3 years. 

The authors are convinced that castration, estro- 
gen therapy, or both increased the number of cases 
that were suitable for radical prostatectomy. During 
the last 3 years they performed the radical operation 
on 70 per cent of their patients with carcinoma of 
the prostate. Ormonp S. Cutp, M.D. 


Surgery of Carcinoma of the Prostate (Die Chirurgie 
des Prostatakarzinoms). P. DeuTIcKE. Wien. med. 
Wschr., 1951, 101: 654. 


According to recent investigations, hypertrophy 
and cancer of the prostatic gland seem to be inde- 
pendent of one another. Cancer originates in the 
peripheral portions of the organ, namely, in the 
prostatic glands proper and in the surgical capsule, 
while adenoma is located in the immediate vicinity 
of the urethra. 

Injury of the branches of the venous prostatic 
plexus is unavoidable when a total prostatectomy 
for cancer is performed. If the sutures uniting the 
base of the bladder with the urethra are under ten- 
sion, a urinary fistula may develop. The preserva- 
tion of urinary continence is very difficult. An 
injury of the external sphincter, the function of 
which is much more important than that of the 
internal sphincter, can easily occur while the urethra 
is severed distal to the prostatic gland. 

The majority of urologists do not favor radical 
prostatectomy afid are satisfied with re-establish- 
ment of the urinary flow, which can frequently be 
accomplished by hormonal therapy. If the latter 
fails, transurethral resection may be successful. If 
a malignant tumor and hypertrophy are found, 
transvesical excision of the central adenoma without 
removal of the cancer may give relief. 

K. Narat, M.D. 


Radical Perineal Prostatectomy for Early Carci- 
noma. Ormonp S. Cup. Surg. Clin. N. America, 
IQ5I, 31: 1091. 

Brilliant research during the past 10 years has 
added much to the knowledge of prostatic carcinoma, 
but there have been no significant advances in cura- 
tive therapy since Young performed his first radical 
prostatectomy in 1904. 
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Castration and estrogens have added to the life 
expectance of most patients with carcinoma of the 
prostate and have produced dramatic relief from 
metastatic pain in a gratifying number of cases. 
Nevertheless, there is universal agreement that these 
are only palliative measures. To date there has been 
no case in which endocrine therapy has completely 
eradicated carcinoma of the prostate. Surgical ex- 
tirpation, therefore, continues to be the only hope 
for cure, and obviously warrants further critical 
evaluation. 

Unfortunately, an appalling number of physicians 
continue to sanction only palliative treatment re- 
gardless of the stage of the prostatic carcinoma. 

An increasing number of capable clinicians, how- 
ever, think that any carcinoma should have a stage 
in which it is amenable to surgical removal, and re- 
alize that prostatic cancer should not be an ex- 
ception. 

The basic conflict seems to be whether or not the 
so-called curable stage of prostatic cancer can be 
recognized often enough to justify radical prostatic 
operations. Improvement in diagnostic acumen, 
therefore, must be the primary objective. 

Any localized area of increased induration in a 
prostate must be considered carcinoma until proved 
otherwise. Fortunately, most carcinomas of the 
prostate start in the posterior lamella (or lobe) and 
should be detected by simple rectal palpation. A 
variety of lesions, however, may simulate the so- 
called third degree induration typical of carcinoma. 

Calculi can be excluded easily by a plain roent- 
genogram of the prostatic area. 

Tuberculosis usually involves the seminal vesicles 
as well as the prostate and is less localized than 
carcinoma. 

Nontuberculous granulomas usually involve most 
of the prostate and are more Jikely to be confused 
with incurable carcinoma. 

Infarcts soften as the congestive stage subsides 
and usually produce a boggy prostate within a very 
short time. 

Most adenomas are sharply demarcated, smooth, 
movable, and multiple. 

Prostatitis usually produces generalized scarring 
with fairly uniform consistency. 

In many instances, however, differentiation be- 
tween these benign lesions and early carcinoma is 
possible only after microscopic examination of the 
questionable tissue. No one has developed perfect 
tactus eruditus. 

Although most diagnoses will be made by careful 
digital examination, and experience will reduce the 
number of flagrant misinterpretations, one should 
consider biopsy of any suspicious area of prostatic 
induration in an otherwise suitable surgical can- 
didate. 

Cytologic studies of prostatic fluid have been dis- 
appointing in early cases. Punch aspiration and 
transurethral biopsies are especially difficult when 
the lesion is small and adjacent to the rectum. 
Perineal exposure of the prostate expedites accurate 
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localization of the suspicious area and permits taking 
a generous biopsy specimen. The author has found 
this type of frozen section most dependable and un- 
hesitatingly offers it as the method of choice for 
clarifying doubtful diagnoses. 

It is impossible to be strictly dogmatic about the 
clinical indications for radical prostatectomy. A few 
large areas of induration may be so slow-growing 
that the carcinoma is confined to the prostate and 
still amenable to total removal. Occasionally there 
may be concomitant calculi, prostatitis, and other 
benign processes that create false impressions about 
very early carcinomas. Apparently there can be no 
stereotyped substitute for clinical experience when 
selecting candidates for this operation. The follow- 
ing criteria, however, have been especially helpful in 
identifying ideal lesions for radical prostatectomy: 
(x) induration confined to the prostate and prefer- 
ably not more than 1 cm. in diameter; (2) no roent- 
genologic evidence of metastasis; (3) absence of 
metastatic pain; (4) normal acid phosphatase, and 
(5) no medical contraindication and a reasonable life 
expectancy. 


Radical perineal prostatectomy offers a reasonable 


chance for cure if candidates are selected according 
to specific criteria. This operation has an extremely 
low operative mortality and will be followed by few 
complications when performed by experienced peri- 
neal surgeons. 

The technique of radical perineal prostatectomy 
has been described and certain salient features of the 
procedure have been emphasized by a few clinical 
observations. 

Earlier recognition of prostatic carcinoma and 
more rational use of radical prostatectomy appear 
to be the only tangible solutions to this vexing 
problem. 


Transurethral Prostatic Resection: a Discussion of 
Some Principles and Problems. REED M. NEsBITt. 
J. Urol., Balt., 1951, 66: 362. 


After pointing out that open prostatectomy will 
continue to be the procedure of choice in selected 
cases, the author discusses several phases of trans- 
urethral resection that have been serious pitfalls, and 
other phases that have enhanced the value of endo- 
scopic methods. 

Two groups of cases in which much difficulty has 
been encountered are (1) contractures of the vesical 
neck with large amounts of residual urine and 
(2) contractures with frequent urination, only mod- 
erate difficulty, and no retention of urine. The author 
strongly recommends prolonged drainage if the 
bladder in the first group has become decompen- 
sated, and extreme conservatism when operation is 
considered in the second group. 

Perineal urethrotomy is advised when the suspen- 
sory ligament is shut and the resectoscope fails to 
move freely in the urethra. Digital palpation by 
rectum during resection of the prostate gland is 
urged, especially for the less experienced resection- 
ists. The elastic fold of tissue at the juncture of the 
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membranous and prostatic segments of the urethra 
is offered as a better landmark than the verumonta- 
num for the distal limit of the resection. 

Further warning is given regarding the dangers of 
using only water for irrigation during the resection 
and of attempting any type of prostatectomy while 
the patient is still uremic or in very poor general 
health. Preoperative urethral catheter drainage and 
the more liberal use of suprapubic cystostomy are 
recommended. Ormonp S. Cutp, M.D. 


Osteitis of the Pubis Following Surgical Interven- 
tion on the Bladder or Prostatectomy (Osteite 
del pube consecutiva ad interventi sulla vescica ed a 
prostatectomia). SAvINo FANTONI. Ann. ital. chir., 
1951, 28:9. 

Three cases are reported in which osteitis of the 
pubis developed subsequent to surgical intervention 
on the bladder and transvesicular prostatectomy by 
the procedure described by Freyer. The author dis- 
cusses various theories dealing with the etiology and 
pathogenesis of such infection. He concludes that 
the lesion should be considered a chronic inflamma- 
tory process having its site of origin in the retropubic 
space and presumably induced by trauma and the 
infiltration of urine, the process remaining circum- 
scribed or involving the pubis and, rarely, the 
ischium. 

In the event that the lesion remains localized, it is 
apt to give rise to a painful osteoporosis associated 
with the salting out of calcium elicited by the inflam- 
matory hyperemia. If extension occurs, the result is 
usually a lytic type of osteitis with an occasional 
sequestrum formation. The distinction is of patho- 
genetic interest only because in both cases the symp- 
tomatology and the therapy are the same, and it is 
often impossible to arrive at a clinical differentiation 
between the two forms. The treatment in general 
should be prophylactic and is based upon the choice 
and execution of a surgical procedure and upon the 
immediate treatment by drainage and antibiotics of 
the contamination of the retropubic space. In the 
event of localized osteitis or sequestrum formation, 
surgical intervention is indicated. 

Evita B. FARNswortu, M.D. 


A Case of Embolism of the Arteria Spermatica In- 
terna (Ein Fall von Embolie der Arteria spermatica 
interna). HANs MARBERGER. Zschr. Urol., 1951, 44: 
541. 


The 47-year-old patient, with a history of rheu- 
matic endocarditis, had engaged in some rather 
strenuous physical exertion on the occasion of a fire 
and 2 days later sudden severe pains arose without 
apparent cause in the right inguinal region. Despite 
treatment by suspension of the scrotum and hot 
applications, the patient developed a subfebrile 
temperature, the testicle became swollen, and a 
hydrocele developed. 

At operation an extensive hemorrhagic infarction 
of the testicle with widespread thrombosis of the 
pampiniform plexus was found. The internal sper- 
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matic artery did not pulsate, but the arteria deferen- 
tialis was pulsating visibly. There was no evidence 
of torsion of the testicle. Since a portion of the 
artery was evidently preserved and since the testicle 
had not undergone total necrosis, semicastration 
was not done. A biopsy specimen was taken from 
the tunica vaginalis and the wound closed. 

The histological diagnosis of the excised specimen 
was: tunica communis with connective tissue 
organization of fibrin deposition on the surface. 

Two years later the right testicle was shrunken to 
the size of a cherry and it was dense, but not painful 
to pressure; no disturbance of the sexual life was 
admitted. 

The instance is considered to be one of direct dis- 
turbance of the blood circulation to the testicle in 
the form of an embolus of the arteria spermatica 
interna. 

The report of this instance is thought to be of 
interest in view of the confusion and disagreement 
with regard to the etiology in many of the published 
reports of cases in this group of pathological mani- 
festations arising from a disturbance of the sanguin- 
eous circulation of the testicle. 

Joun W. BRENNAN, M.D. 


Anatomoclinical Considerations with Regard to 
Tumors of the Testicle (Considerazioni anatomo- 
cliniche sui tumori del testicolo). V. Pricoto, F. 
Pizzetri, and G. AMIsANO. Tumori, Milano, 1951, 
37: 305. 

Eighty-eight testicular tumors are reported from 
the National Institute for the Study and Cure of 
Tumors, Milano, Italy. Thirty-six instances of this 
material were given histological study. This study 
disclosed 29 seminomas, 5 embryomas (Chevassu), 
1 reticulosarcoma, and 1 adenocarcinoma. Of the 
seminomas, 4 were atypical. In this material, in- 
volvement of the left testicle predominated (right 
side, 40 cases; left side, 46 cases). The most frequent 
age at the time of appearance of the neoplasm was 
between the thirtieth and fortieth years of life. The 
oldest patient was 65 years old and the youngest was 
3 years. 

The seminomas—which make up the bulk of this 
material—are regarded by the authors as arising 
from primordial germinal cells. The designations 
used by other authors, such as dysgerminoma 
(Meyer, Teilum), embryonal-cell carcinoma (Ewing), 
germinal-cell carcinoma (Bell), are mentioned; how- 
ever, the authors still see no reason for proscribing 
the term “seminoma.” 

The embryomas are regarded as deriving from 
primitive embryonal cells, even more primitive than 
those from which the seminomas spring, but of the 
same general kind. The remaining two aforemen- 
tioned tumors are regarded as differing in no essential 
respect from analogous neoplasms of other organs of 
the body. 

In essence, the treatment of the tumors comprising 
this material consisted in orchectomy, followed by 
roentgen therapy to the appertaining lymphatic re- 
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gion. The irradiation of the paravertebral lym- 
phatic chain was carried out through 4 to 6 portals, 
anteriorly and posteriorly. Each exposure field con- 
sisted of 150 to 300 sq. cm. with 4o to 70 cm. cutane- 
ous-focal distance and a total, fractionated dosage 
in each patient of 1,000 to 3,000 roentgens. The 
general impression was obtained that from 2,500 to 
3,000 roentgens were requisite for adequate response. 
Each case was considered and treated individually. 

The irradiation treatment was, in the main, 
initiated with the most distant metastatic lesions. 
The pulmonary and osseous metastases were usually 
excluded for irradiation therapy. This was because 
of the fact that most of the cases were regarded as 
already generalized and the patients were largely 
emaciated and depleted. 

Response to the larger dosages was immediately 
favorable as a rule. If the metastases did not disap- 
pear or recur after treatment, further irradiation 
was usually of little benefit. The most favorable re- 
sults were obtained in the seminomas, less favorable 
ones in the embryonal carcinomas, and the least 
favorable ones in the embryomas. 

Among the 77 patients in this group who could 
be followed through, metastases could be detected 
in 52 on arrival at the Institute, but no metastases 
could be discovered in 25. Among the patients with 
discernible metastases, 5-year survival amounted to 
only 7.6 per cent, while in the patients without 
ascertainable metastases the 5-year survivals com- 
prised 36 per cent. 

More specifically, in the group with metastases 
there were 4 survivals after periods of 16, 15, 13, and 
8 years, respectively. There are 5 patients still living 
for periods of less than 3 years following the period 
of treatment; all the rest have died within 3 years 
after the initiation of therapy. Of the 25 patients 
without ascertainable metastases, 22 are still living, 
9 for periods of from 13 to 15 years. Three died 
within 3 years of treatment. 

There are, however, 13 patients without ascertain- 
able metastasis and 5 with metastasis in whom the 
outcome is still too early for evaluation. These 
cases are expected to eventually raise the percentage 
of 5-year cures. Joun W. Brennan, M.D. 


MISCELLANEOUS 


Roentgen Demonstration of Renal Hypoplasia with 
Other Results of Retropneumoperitoneum 
(Dimostrazione radiologica dell’ ipoplasia renale e 
altri risultati del retropneumoperitoneo). L. VEs- 
PIGNANI and R. ZENNARO. Arch. ital. urol., 1950, 24: 
422. 


The technique of roentgenography with retro- 
pneumoperitoneum was applied in 2 cases of hypo- 
plastic kidney, 2 cases of tuberculous perinephritis, 
1 case of polycystic kidney, and 1 case in which dis- 
placement of a kidney occurred on the basis of a 
large retroperitoneal lipoma. 

From the standpoint of technique, the authors 
recommend the prone position with ventrodorsal 
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projection for the kidney, and the supine position, 
also with ventrodorsal projection, for the ureters. 
They employ from 1,000 to 1,500 c.c. of oxygen and 
recommend that the films be made immediately 
after insufflation. They find that, when satisfac- 
torily executed, their technique permits the visual- 
ization of the psoas muscles, the kidneys, the supra- 
renals, the inferior and lateral borders of the liver, 
and the medial contour of the pancreas. 

The authors believe that retropneumoperitoneum 
is, in certain situations, an indispensable method of 
diagnosis since it permits the demonstration of 
alteration of the site, volume, and form of the kidney, 
and the character of the surrounding tissues. 

Epitu B. FARNswortH, M.D. 


Spinal Cord Injury: Some Urological Aspects. 
GeorcE C. PratHer. J. Urol., Balt., 1951, 66: 347. 


This compendium of previously published data 
describes the various types of neurogenic bladders 
that follow injury to the spinal cord and summarizes 
the results that may be expected regarding the 
recovery of vesical function. 

Most patients with complete transection of the 
cord above T12 develop automatic bladders within a 
year. Complete lesions at lower levels are less pre- 
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dictable. A high percentage of individuals with in- 
complete division of the cord have restoration of 
voluntary micturition within a relatively short time. 
Some patients, however, are left with excessive 
residual urine or with bladders of limited capacity. 

In discussing the management of the less fortunate 
victims with undesirable sequelae, reference is made 
to the recent puplications of other investigators. 
From this review it is concluded that approximately 
5 per cent of the patients may require transurethral 
resection, that nerve blocks may be helpful in some 
instances, and that drugs do not seem to have any 
practical value. 

Emphasis is given to the importance of adequate 
drainage during the period of spinal shock after any 
kind of cord injury. The author prefers urethral 
catheter drainage over suprapubic cystostomy, but 
thinks that manual control of the irrigations can be 
just as effective as automatic irrigations. 

After quoting liberally from the work of Horne, 
Paull, and Munro, the author points out that im- 
potence follows only destruction of the sacral seg- 
ments of the cord or transection and destruction of 
the cauda equina and the pelvic parasympathetic 
plexuses. Furthermore, spinal cord injury per se 
does not preclude fertility. Ormonp S. Cutp, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Studies of Paget’s Disease (Osteitis Deformans). 
Max Lake. J. Bone Surg., 1951, 33-B: 323. 


The author reviews the significant features in a 
total of 102 cases collected from the literature. The 
recorded cases are probably only a small fraction of 
the total. 

Of the patients seen in the Brisbane (Australia) 
Hospital between 1943 and 1949, 5 per cent devel- 
oped sarcoma of bone. Bone sarcomas complicating 
Paget’s disease usually occur in individuals over 50 
years of age. Four-fifths of the collected cases oc- 
curred in males, whereas uncomplicated Paget’s dis- 
ease shows little, if any, predominance in males. 
The average survival period is shorter than for “‘or- 
dinary”’ bone sarcoma. Its origin is frequently sub- 
periosteal and often multicentric. Metastasis is by 
dissemination through blood vessels or lymphatics, 
but the abdominal cavity often seems to escape. 
The duration of pre-existing osteitis deformans va- 
ries, and may be up to 35 years. As to the type of 
tumor, osteogenic sarcoma is the commonest, but 
fibrosarcoma and round-cell sarcoma also are fre- 
quently encountered. 

There are two separate phases in Paget’s disease 
of bone. In the initial phase the bone is highly vas- 
cular, soft, and may sometimes be indented by digi- 
tal pressure. Albright and Reifenstein believe that 
this change follows destruction of normal bone. In 
a later phase the bone is characteristically dense, 
sclerotic, and sometimes very brittle. Both processes 
may occur together. Fracture is commoner in the 
vascular phase when the usual long regular trabeculae 
of normal bone are replaced by short and very irregu- 
lar processes which, with the softening, must lessen 
the tensile strength of the bone. In the vascular 
stage of Paget’s disease union is rapid, while in the 
sclerotic phase union is slow or fibrous, even though 
the callus may have been abundant and immobiliza- 
tion satisfactory; therefore, while ossification ap- 
pears defective in fractures in the sclerotic stage, in 
the vascular phase an unknown factor acts to ac- 
celerate union. 

The writer’s experiments support the proposition 
that the adrenal cortex plays some role in Paget’s 
disease, but just how important this may prove is 
difficult to determine in the light of present knowl- 
edge. The administration of adrenal cortical ex- 
tracts to patients with Paget’s disease has altered 
the serum phosphatase considerably and has in- 
creased a tendency to diabetes found in many of 
these patients. Berman found a lowering of serum 
phosphatase and subjective improvement with adre- 
nal cortical extracts, and a trial of such treatment is 
in progress. The interim results of this treatment are 
not hopeful. 


The usual decalcification consequent upon im- 
mobilization is increased in Paget’s disease, particu- 
larly if renal disease is present, and must be limited, 
so far as possible, by early movement and walking. 
Two cases are quoted in which failure to appreciate 
this resulted in renal calculi. High concentration of 
magnesium and phosphatase in the bone may be 
responsible for the rapid union which is so commonly 
seen. 

The authors also reviewed the series of fractures in 
Paget’s disease, and the biochemical advances ap- 
plicable to the treatment of fractures of this type 
are discussed. 

Twenty-two fractures occurred in the femur (16 
in the neck, intertrochanteric and subtrochanteric 
regions, and the remainder in the shaft). Other 
bones affected were the tibia in 8 cases, the pelvis in 
6 cases, the fibula in 4 cases, the humerus in 2 cases, 
the spine, jaw, and tarsus in 1 case each. Twenty- 
four per cent of the patients in the author’s series of 
Paget’s disease were admitted for fracture. 

C. Frep GOERINGER, M.D. 


The Etiology of Osteochondritis Dissecans (Ueber 
die Aetiologie der Osteochondritis dissecans). W. 
Banpi. Helvet. chir. acta., 1951, 18: 221. 


By mathematical computations the author finds 
that the pressure of the patella on the femoral con- 
dyles, with the subject supporting the body weight 
on the one extremity and with the knee flexed to a 
position approximating 90 degrees, is 645.4 kgm. 
Since, however, this pressure force did not seem 
biologically plausible, a model was constructed in 
order to test the validity of the mathematical 
computations. 

It was found that the results obtained with the aid 
of this model coincided rather closely with the first 
computations, except in the conditions of less acute 
flexion of the artificial knee joint in which the author 
concluded that friction was interfering with the ac- 
tion of the model. 

The femur and the patella of a cadaver were im- 
bedded in alabaster plaster, each in a cylinder in 
such a position as to reproduce physiological condi- 
tions, and then a test was made for the rigidity of 
the material in a machine for pressure testing of 
industrial materials. It was found that the pressure 
surfaces on the cartilaginous-covered surfaces of the 
femoral condyles would stand up under very high 
pressures. With a pressure of 1,640 kgm. there was 
no macroscopic lesion visible on the joint surfaces; 
however, the specimen underwent a flattening dis- 
tortion of 1.2 mm. and microscopically it was found 
that there was a fissure in the substance of the 
cartilaginous covering of the medial condyle and 
that deeper down in the spongiosa the cancellar 
trabecular structure was infracted and appeared 
disordered. 
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Tests with a soot-covered patella pressed in imita- 
tion of physiologic conditions against the condyles 
showed that, especially with the heavier pressures, 
the point of maximal impact, that is, the smallest 
area of the condylar surface receiving the patellar 
pressure, is that of the medial condyle, which is the 
very spot where osteochondritis dissecans eventuat- 
ing into the joint mouse is most frequently encounter- 
ed. 

From his studies, from his failure to produce 
typical areas of osteochondritis dissecans by direct 
force, and from the inconstancy of a satisfactory 
anamnesis of direct injury in his cases of joint mice, 
the author believes that the osteochondritis dissecans 
arises on the basis of a fatigue fracture (Dauerbruch), 
rather than on that of a fracture by direct injury 
(Momentanbruch). More specifically, the effective 
force is in the nature of submaximal repetitive 
stresses rather than in the nature of a single direct 
injury. 

Of course, one of the most pressing questions is 
whether there is a possibility that these repetitive 
stresses are in the nature of an industrial hazard. 
The author believes that in the adjustment of com- 
pensation cases such a possibility must be con- 
sidered. He therefore recommends the following 
modifications in the guiding principles employed in 
arriving at an estimation of the compensation to be 
awarded the workman: 

1. The injured joint need not be involved in a 
direct trauma. Indirect, apparently minor, stresses 
may lead to the dislodgment of a joint body (joint 
mouse). 

2. The dislodgment of a mouse at the typical 
place on the joint surface is no indication of the 
participation of a nontraumatic factor. 

3. If the mouse, which is removed shortly after 
the accident, exhibits exposed or still vital spongiosa 
(which is rare), the connection with an accident is to 
be considered as proved, and this is to be considered 
true even though the accident was of a minor 
character. 

4. The more frequent finding of a fractured sur- 
face which is covered by a fibrous cartilaginous 
layer indicates the protracted development of the 
joint body by way of a fatigue fracture. Following 
proper evaluation of the presence of any dispositional 
factors (heredity, deficiencies), there is next to be 
considered the question as to whether the fatigue 
fracture has, as an occupational injury, any rights in 
an insurance settlement. Prerequisite to such recog- 
nition, of course, is the anamnestic demonstration of 
an occupationally caused, marked stress to the knee 
joint, which has been continuing repetitively for a 
sufficient period of time. With the fulfillment of these 
conditions, it would seem to the author that such 
cases should be included among those suitable for 
compensation, even though the definition of fatigue 
fracture precludes the single intervention of one acci- 
dental trauma. 

5. The dislodgment at the point of application of 
an accidental stress is not intended to be here in- 


176 INTERNATIONAL ABSTRACTS OF SURGERY 


cluded. Such injury is not in the nature of osteo- 
chondritis dissecans, but is merely an intra-articular 
fracture by direct force (Momentanfraktur). 

Joun W. BRENNAN, M.D. 


Solitary Eosinophilic Granuloma of Bone (II granu- 
loma eosinofilo solitario dell’osso). GIANLUIGI Oc- 
GIONI. Chir. org. movim., 1951, 36: 192. 


The author’s rView of the literature reveals the 
enigmatic nature of solitary eosinophilic granuloma 
of bone; it is not definitely a neoplasm, nor is it a 
typical infection; it is probably not a systemic dis- 
ease, but has been reported to be found at multiple 
sites in the same individual. Many authors agree 
that there is a definite relationship to trauma. 
Children and young adults are more likely to be the 
ones afflicted, and there is a prevalence of the disease 
in males. 

Eight cases, including one of a simple cyst, are 
presented in detail and the following conclusions are 
evolved therefrom. There were no findings that 
could be related to hypophyseal or other glandular 
dysfunction; the patient’s general‘ condition was 
always unaffected; there were no associated skin 
manifestations, and, except for a slight to moderate 
circulatory eosinophilia, all laboratory tests, includ- 
ing calcium, phosphorus, and cholesterin determina- 
tions, were normal. 

The above findings seem to indicate that there is 
no relation between the disease under consideration 
and Hand-Schueller-Christian disease, Letterer- 
Siwe disease, or lipoid xanthomatosis. It is true that 
histologically there appears to be a relation, but the 
author believes that solitary eosinophilic granuloma 
of bone is not even a phase in the course of the 
entities named. Because of the rapidity with which 
this granuloma destroys bone, the ease with which it 
is cured by surgery or radiotherapy, and the rapid 
regrowth of normal bone after destruction of the 
granuloma, it is suggested that this is a local, acute, 
or subacute granulomatous disease without associ- 
ated endocrine or metabolic disturbances. These 
conclusions preclude making a diagnosis on the 
histologic slides alone. Surgical extirpation of the 
granuloma is considered to be the treatment of 
choice, but roentgen therapy is also efficacious. 

N. CurisTiAN MEyER, M.D. 


Calcareous Tendinitis of the Flexor Carpi Ulnaris. 
ALEXANDER P. AITKEN and H. KELVIN MAGILL. 
N. England J. M., 1951, 244: 434. 


Amorphous calcium deposits are most commonly 
found in the tendinous cuff around the shoulder joint. 
The symptoms of acute bursitis that these deposits 
may cause are well known. Similar acute attacks of 
pain may be produced by calcium deposits in the 
gluteal tendons, near their insertion into the greater 
trochanter, and less commonly in the capsules of the 
digital joints of the hands and feet, the triceps inser- 
tion at the olecranon, and the extensor origin at the 
external epicondyle of the humerus, or in the flexor 
and extensor tendons of the fingers. 
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These authors call attention to the clinical picture 
produced by calcific deposits adjacent to or within 
the flexor carpi ulnaris at its insertion into the pisi- 
form bone on the volar and ulnar surface of the 
wrist joint. 

Calcareous deposits within the flexor carpi ulnaris 
tendon present the characteristic features of all 
calcareous aeposits. The onset of pain is often 
abrupt; within a few hours pain may become severe. 
Muscle spasm may be so marked as to prevent any 
joint motion. In the superficial joints, swelling, red- 
ness, and local heat may suggest the diagnosis of 
either gout or acute cellulitis. In 1 of the 2 cases pre- 
sented, lymphangitis developed. Severe pain and 
swelling may remain for several days. Symptoms 
usually begin to subside within a week and they dis- 
appear in 2 to 4 weeks. X-ray films taken at the 
time of onset usually show a calcified mass with well 
defined outlines. 

The distinguishing feature of calcareous deposits 
within the flexor carpi ulnaris is the sharply localized 
swelling, pain and tenderness directly over the pisi- 
form bone. Five patients with acute symptoms and 
1 in whom the condition was chronic have been seen 
by the authors. The clinical course of the patient 
with lymphangitis is described, as is that of the pa- 
tient with chronic tendinitis in whom operation 
proved the deposit to lie within the flexor carpi 
ulnaris. 

It is the opinion of the authors that surgical re- 
moval is not indicated in cases in the acute.stage, 
but that operation may be of value in the cases of 
the more unusual chronic lesion. 

Rupotps S. Reicu, M.D. 


Curvatures of the Spine in Neurofibromatesis of 
von Recklinghausen (Die Rueckgratverkruem- 
mungen bei Neurofibromatosis Recklinghausen). 
GUENTER JENTSCHURA. Zschr. Orthop., 1951, 81: 143. 


In the neurofibromatosis of von Recklinghausen 
several organic systems are involved: the skin, the 
peripheral and the central nervous system, and the 
skeleton. In many instances the bones are extremely 
soft, in some so much so that they can be cut with a 
knife, and true osteoid tissue has been found in 
biopsies. The etiology of this phenomenon has been 
discussed widely; endocrine disturbances of the 
parathyroids, of the adrenals, or of the hypophysis 
have been believed to be responsible for the condi- 
tion by different authors. 

The writer reports a series of 15 cases of severe 
kyphoscoliosis developing in the course of von 
Recklinghausen’s disease and discusses the various 
theories of etiology and pathogenesis. The patients 
were between 5 and 23 years of age; 10 of them had 
extreme degrees of deformity. In all of the cases the 
vertebrae showed marked lack of calcium in the x- 
ray picture, especially those in the area of the 
scoliosis; the vertebral bodies were diminished in 
height and were wedge-shaped. In all but 1 of the 
severe cases the scoliosis was much more marked 
than the kyphosis, often presenting quite bizarre 
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deformities. The deficiency in calcium could be 
shown not only in the vertebrae but also in the ribs. 

The prognosis of the deformities is poor; most 
cases showed an appalling tendency toward progres- 
sion during the period of observation. The most 
rapid deterioration usually occurred during puberty. 

It is well known that the disease often occurs in 
several members of families and in successive genera- 
tions. It could be shown that in a series of 77 cases 
of familial neurofibromatosis the disturbance was 
transmitted as a dominant hereditary trait in 59 
cases. 

Discussing the pathogenesis, the author formulates 
the following hypothesis: neurofibromatosis is 
primarily a disturbance of the ectoderm. As a 
sequel of the pathology in the peripheral and central 
nervous system, regressive processes in the mesen- 
chymal tissue and pluriglandular disturbances in the 
endocrine system ensue. In addition, in a certain 
group of patients, a hereditary inferiority of the 
mesodermal anlage of the vertebral column is 
present which, under the influence of imbalance in 
the endocrine system, reacts with decalcification of 
the vertebral bodies and leads to pathologic softness 
of the bone. The endocrine changes during puberty 
cause particularly rapid progression of these 
processes. WERNER M. Sotmitz, M.D. 


Roentgenologic Classification and Diagnosis of 
Protrusion of the Acetabulum and Coxa Pro- 
funda (Diagnosi e classificazione radiologica della 
protrusione acetabolare e dell’acetabolo profondo). 
CarLo Stuart. Chir. org. movim., 1951, 36: 165. 


Three cases of protrusion of the acetabulum are 
briefly presented to form the basis of a detailed dis- 
cussion pertaining to coxa profunda and central pro- 
trusion of the acetabulum from a roentgenological 
viewpoint. The degree of protrusion, if any, is de- 
termined by noting the position of the femoral head 
with reference to Kohler’s lines. The author sepa- 
rates this entity into two major divisions. One of 
these, which he calls “pseudoprotrusion of the ace- 
tabulum,” is considered to be acquired and second- 
ary to trauma or chronic inflammatory, neoplasic, or 
deficiency diseases of the bone. This type is usually 
unilateral. The second group is considered to be a 
congenital disturbance and is divided into two en- 
tities, based on the degree of internal protrusion, the 
more marked being called ‘‘coxa protrusa” and the 
less marked, “‘coxa profunda.”’ Each of these may 
exist in pure form or be associated with superimposed 
acquired disease on one or both sides. 

The second group is considered to be congenital in 
origin because it is bilateral, it has a hereditary or 
familial tendency, and it is more prevalent in fe- 
males. It is believed that there is a delayed or im- 
proper ossification of the Y cartilage of the acetabu- 
lum. Numerous diagrams are included which illus- 
trate the various normal and abnormal deviations 
of Kohler’s lines. 

One of the presented cases was that of a woman 
who was roentgenographed because of arthritis. She 


was found to have ‘‘coxa protrusa” on the left side, 
“coxa profunda” on the right side, and a super- 
imposed articular destruction. The other. 2 cases 
were those of patients who received x-ray examina- 
tions because of mild trauma. One had bilateral 
“coxa profunda” and the other had bilateral “coxa 
protrusa.” The unilateral, or acquired form, was not 
discussed except for purposes of classification. 
N. Meyer, M.D. 


Pseudarthroses of the Tibia Treated by the Method 
of Phemister (Pseudarthroses du tibia traitées par 
la méthode de Phemister). R. JupeT. Mem. Acad. 
chir., Paris, 1951, 77: 630. 

Twelve pseudarthroses of the tibia have now been 
operated on by the method which Phemister demon- 
strated at his clinic in Chicago in 1948. In brief, 
the method consists of elevating the periosteum and 
attached muscles from the external face of the tibia 
and applying to this bone surface a graft taken from 
the opposite tibia, in such manner as to bridge over 
the bone dehiscence of the pseudarthrosis. The 
tissues between the ends of the bone fragments are 
not disturbed. The graft is not fastened in place ir 
any manner and is merely retained in place by the 
resutured tissues. In addition, 2 or 3 cm. of the 
fibula on this side are resected. This last procedure 
is intended to permit the two pseudarthrotic bone 
ends to become tightly pressed together. 

Most of the 12 operations are still recent; how- 
ever, the 3 oldest cases are briefly reported. In the 
first patient the consolidation of the pseudarthrosis 
was complete in 100 days, in the second, in some go 
days, and in the third, in 2 months. 

The advantage of the method is its simplicity and 
the absence of need to disturb the tissues of inter- 
position. The results are, of course, merely a con- 
firmation of the results reported by Phemister; how- 
ever, the author adds some observations of his own 
with reference to the nature of the ossification 
process. Phemister believed that the mechanism of 
ossification consisted in the invasion of the interos- 
seous conjunctive zone by the surviving endosteal 
ard periosteal cells of the graft. The author also 
suggests a local afflux of calcium from the graft. 

Another possibility is that the graft, in becoming 
fused to the two fragments of the tibia, provides a 
firm immobilization for the pseudarthrosis itself. 
However, roentgenologic studies show that the 
process of calcification of the interosseous fibrous 
callus begins long before the graft has had a chance 
to become solidly fused to the tibial fragments. 

A final hypothesis is therefore proposed by the 
author—he suggests the presence of a local vascular 
modification which re-establishes the circulation of 
the blood between the two fragments of bone. It is, 
of course, possible that a concurrence of these fac- 
tors produces the final result. Certainly the method 
disturbs the vascular connections less than the 
classic method of treating this condition. 

The general trend of opinion of the discussants, 
some of whom had used this or some similar method 
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in the treatment of pseudarthrosis, was that there was 
nothing special to remark concerning it and that the 
posterior surface of the tibia or even the medial sur- 
face will do as well for the application of the graft. 
MovtoncvueEt thinks that the resection of the fibula 
may not be necessary. 

JupET in his reply to the discussants repeated that 
the sole purpose of this report was to call attention to 
the possibility of the filling in by conjunctive tissue 
between the pseudarthrotic surfaces (falsely called 
“‘interposition’’) which is transformed within a few 
days into an osseous callus, and that this principle 
might possibly be applied in other surgical conditions. 

Joun W. BRENNAN, M.D. 


Clubfoot: Its Incidence, Cause, and Treatment. 
STEELE F. Stewart. J. Bone Surg., 1951, 33-A: 577. 


The author points out that in a study of a group 
of cases of clubfoot in the Hawaiian Islands a def- 
inite hereditary pattern could be followed in most 
cases. He discusses the etiology of this condition 
and states that in the lower animals a clubfoot type 
of deformity is seen in some prehistoric groups 
which is essentially the same heel deformity that is 
seen in the human clubfoot. Phylogenetically, the 
major changes in the development of the mammalian 
foot are associated with the development of the cal- 
caneus. These changes begin in early reptilian days 
when the fibulare first begins to enlarge and then 
to migrate from beneath the fibula to its ultimate 
subtalar position. In the human embryo, this proc- 
ess begins after the close of the seventh week and is 
completed by the tenth week. The position of the 
calcaneus in clubfoot would suggest an extension of 
this migratory process. 

The author points out some anatomical observa- 
tions noted in clubfoot. One of these is a subcuboidal 
wedge of fat instead of the normal “U” plantar 
cushion. There may be variations in the muscle 
attachments of the foot. These may vary from foot 
to foot in severity and in type. One of the most fre- 
quent and persistent changes is that of malinsertion 
of the tendoachillis on the medial side of the cal- 
caneus. This is a positive deforming force inverting 
the heel and twisting the os calcis in its growth. The 
peroneus brevis, instead of being normally attached 
at the base of the fifth metatarsal in clubfoot, many 
times finds its insertion on the dorsum of the lateral 
metatarsals. The peroneus longus may have acces- 
sory attachments to the lateral metatarsals. These 
accessory attachments prevent the normal postural 
depression of the first metatarsal and the absence 
of this action permits supination of the forepart of 
the foot. Some patients who were operated on showed 
an abnormal insertion of the anterior tibial tendon. 
In these children an accessory dorsal insertion of the 
muscle was found. In some cases the posterior tibial 
tendon was not attached to the plantar surface of the 
calcaneus and navicular but was lost in a dense mass 
of undifferentiated tissue in the apex of the plantar 
arch. In some abnormal attachments of the plantar 
surface fascia was found. 
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The author believes that clubfoot is due to ab- 
normal differentiation of the individual tendons at 
or near their attachments in the foot during the 
period between the fifth and eighth weeks of gesta- 
tion. As the result of this process, the triceps surae 
and the anterior tibial and minor plantar muscles 
exert a positive forming force, while the peroneals, 
deprived of their normal postural activity, cannot 
function to inhibit the distortion. This may be due 
to some genetic change, although avitaminosis, in- 
sulin deficiency, and various toxemias cannot be 
denied as possible causes, especially in isolated club- 
foot or clubfoot occurring in siblings. 

For treatment the author prefers to use Dennis 
Brown splints. When there is a tendency toward 
recurrence and skeletal deformity he prefers to re- 
move the positive deforming forces sugically. These 
are the abnormal muscle attachments that have 
been found. This may be done in stages, or more re- 
cently the author has preferred to do it at one sitting. 

Epcar L. Ratston, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Symptomatology and Treatment of Bone and Joint 
Tuberculosis (Zur Klinik und Behandlung der 
Knochen-Gelenk-Tuberkulose). Orro WirEsE. Deut. 
med. Wschr., 1951, 76: 853. 


The author, director of a large tuberculosis sani- 
tarium in St. Blasien, Germany, discusses in: this 
Jecture a great number of subjects relating to extra- 
pulmonary tuberculosis. Only a few points can be 
reported in this abstract. 

It is of great importance to differentiate by means 
of x-ray examination between proliferating and case- 
ous exudative processes. Caseous osteitis is shown 
by deep shadows, whereas granulating processes 
produce lighter areas within the bone. These two 
basic types of bone tuberculosis require fundamen- 
tally different methods of management. 

The writer warns against over-rating of the sedi- 
mentation rate. He considers it a grave error to 
permit patients with spondylitis or coxitis to leave 
their beds when the sedimentation rate has dropped 
to normal. Active granulating processes are quite 
compatible with a normal sedimentation rate. 

Early diagnosis is extremely difficult in many 
cases as the lesions frequently become visible in the 
x-ray films only after many months and even years. 
In a series of 315 cases of spondylitis only 45 per 
cent were diagnosed within 6 months after the onset 
of symptoms. The majority were first considered 
as sciatica, lumbago, or rheumatism. Tomography 
of the vertebrae should be done in doubtful cases. 

A large portion of the lecture is devoted to the 
indications and technique of heliotherapy. This type 
of therapy requires long experience and should be 
applied with caution. Not only direct sunlight but 
also diffuse radiation through an overcast sky may 
produce severe light erythemas in children who are 
not used to the open air. The author believes that 


there is a direct relation between the increased ex- 
posure to sunlight in the spring and the climax of 
tuberculous meningitis in this season. Judicious 
pauses between the series of stimulating sun treat- 
ments are important to achieve good results. Race, 
pigmentation, and individual susceptibility are im- 
portant factors in the dosage. 

In active joint tuberculosis, immobilization in a 
circular plaster cast is the treatment of choice and 
far preferable to traction and other methods of 
pseudoimmobilization. 

The author emphasizes the beneficial effect of 
Bier’s passive hyperemia combined with iodine 
treatment, especially in arthritis with considerable 
involvement of the soft tissue and fistulation. 

Incision of cold abscesses is strictly contrain- 
dicated and often leads to mixed infections and 
fatal amyloidosis. These abscesses should be aspi- 
rated under meticulous asepsis. The needle should 
be inserted in healthy tissue far from the diseased 
area, 

Antibiotic therapy and chemotherapy are dis- 
cussed at length. Fifty per cent of the author’s 
patients are suffering from amyloidosis. This can 
be prevented by early treatment with penicillin 
which is also compatible with heliotherapy. Strep- 
tomycin is very effective in patients with large and 
profusely draining sinuses but should be used only 
as a last resort when other treatment has been un- 
successful. 

The experiences with PAS (para-aminosalicylic 
acid) do not as yet permit definite judgment. This 
substance can be used together with heliotherapy 
without untoward side effects. The injection of 
pure PAS in closed cold abscesses caused liquefac- 
tion of the creamy pus and the abscess cleared up 
much more rapidly than with other methods of 
treatment. 

Vitamin D, in the form of supportive treatment 
is quite effective as an adjuvant in the therapy of 
skeletal tuberculosis, especially in severe bone atro- 
phy, and in convalescence. 

WERNER M. Sotmitz, M.D. 


Use of Strips of Entire Skin in the Repair of Articu- 
lar Ligaments (L’emploi des laniéres de peau totale 
dans la réfection des ligaments 
GossEt and J. M. Bonvattet. Sem. hop. Paris, 
1951, 27: 2319. 

After having successfully used strips of entire skin 
as suture material in herniotomies for many years, 
the authors extended this method to the repair of 
torn ligaments. The skin is used in its entirety in- 
cluding the epidermis which is sterilized only by 
ether swab and tincture of iodine. For the repair of 
torn or overstretched ligaments this material is far 
superior to nylon, and the time of immobilization 
after the operation is considerably shortened. 

The cases operated on by this method included: 
1 case of traumatic separation of the pubic symphy- 
sis, 3 cases of acromioclavicular luxation, 1 case of 
recurrent luxation of the patella, 3 cases of severe 
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sprain of the knee, 3 cases of metacarpophalangeal 

luxations of the thumb, and 1 case of tear in the 

upper portion of the shoulder joint capsule. 
WERNER M. Sotmitz, M.D. 


Surgical Treatment of Habitual Luxation of the 
Shoulder (Sul trattamento chirurgico della lussa- 
zione abituale di spalla). Gu1po RossELLO. Ann. 
ital. chir., 1951, 28: 24. 

Luxation of the shoulder may occur as a result of: 
(1) congenital predisposition, (2) trauma with resi- 
dual defects involving the joint, or (3) congenital 
predisposition aggravated by trauma. 

Treatments directed toward the correction of this 
defect have varied according to the concept of the 
operator concerning the joint structures responsible 
for the luxation. They have, therefore, included 
alterations of the articular capsule, alterations of the 
glenoid fossa, alterations of the head of the humerus, 
and alterations of the periarticular musculature. 

The technique proposed by Pettinari and re- 
ported by the author constitutes an attempted syn- 
thesis of these four approaches. It has given ex- 
cellent results and is particularly indicated in cases 
in which the habitual luxation is associated with 
several factors which are not clearly demonstrable. 
The procedure included section of the apical portion 
of the coracoid with the insertion of the biceps ten- 
don, division of the subscapular muscle, and explor- 
ation of the joint capsule. The reconstruction of the 
shoulder joint may involve the capsule, the bony 
elements, and the adjacent muscles and tendons 
according to the findings. In one of the cases 
described by the author, a graft taken from the 
tibia was employed; in the second case, skeletal 
reinforcement was considered unnecessary. Follow- 
up examinations indicated excellent anatomical and 
functional results. B. Farnsworts, M.D. 


Cineplastic Muscle Motors for Prostheses of Arm 
Amputees. Avucust W. SpiITTLER and Irwin E. 
Rosen. J. Bone Surg., 1951, 33-A: 601. 


The purpose of this article is to report the authors’ 
experience with the cineplastic procedure and the 
fitting of the prostheses to 30 patients at Walter 
Reed Army Hospital during the past 214 years. 

The best muscles for the cineplastic prostheses are 
the biceps, the pectoralis major, the triceps, and the 
latissimus dorsi, since they could, by full develop- 
ment, produce enough power to activate most ter- 
minal devices. 

In this series, 33 muscle tunnels were made: 7 pec- 
toral tunnels, 23 biceps tunnels, 2 triceps tunnels, 
and 1 latissimus dorsi tunnel. Sixteen of the biceps 
tunnels were made in below-the-elbow amputees and 
7 in above-the-elbow amputees. Five of the pectoral 
tunnels were made in above-the-elbow amputees 
with short stumps and 2 in patients who had had 
shoulder disarticulation. 

The authors emphasize the following points: 

1. The muscle tunnels should be large. A skin flap 
of at least 3 inches, and preferably 314 inches on the 
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three sides should be outlined with particular care to 
produce a tunnel with the largest diameter possible. 

2. The skin flap should contain the subcutaneous 
fat and deep fascia to ensure a good blood supply. 
(The only tunnel lost had been freed subcutaneously 
and did not include the fascia). 

3. The muscle should be well liberated from its 
distal attachment and the surrounding fascial septa. 
This should be done by cutting the fascial bands 
carefully and the tendinous attachments sharply. 
The tendinous end is carefully imbricated to provide 
a smooth nonadherent surface. Four of our earlier 
patients had to be subjected to a surgical procedure 
to free reattached bicipital tendons. 

4. The distal muscle attachments can be easily de- 
tached through the incisions made for the skin 
tunnel. 

5. The muscle belly should be slowly and carefully 
dilated to avoid damage to its fibers. 

6. Hemostasis must be complete. If there is 
doubt, a drain, placed in the axilla for a pectoral 
tunnel or in the distal end of the wound for a biceps 
tunnel and removed in from 2 to 5 days, may prevent 
damage to an otherwise good tube or skin graft. 

7. A split-thickness skin graft of 0.015 to 0.020 
inch is adequate coverage for the denuded muscle 
area. 

8. The distal end of the skin tube should be well 
opened up over the muscle to shift the pin pressure 
from the suture line. 

An exerciser is fitted to the stump about 3 weeks 
after the procedure. This consists of a laminated 
plastic cuff placed over the end of the stump with 
rubber bands or springs attached to the pin. The 
exerciser is calibrated to measure the range of mo- ' 
tion of the muscle motor, and the patient is encour- 
aged to increase his range daily. 

Of the 24 patients fitted with suitable prostheses, 
22 are using their muscle motors to activate their 
terminal devices. 

The strength of the biceps motors in below-the- 
elbow amputees varied from 32 to 86 pounds; only 2 
motors had a strength of less than 50 pounds, while 
5 had a strength of 70 pounds or more. In above- 
the-elbow amputees, strength varied from 30 to 54 
pounds. As approximately 55 per cent of the power 
of these muscles can be transmitted to the hook or 
finger tips and only 15 pounds are needed, it is evi- 
dent all these motors had adequate strength. 

The biceps motors in below-the-elbow amputees 
have a range of from 2 to 234 inches, the biceps 
motors in above-the-elbow amputees range from 14 
to 2% inches, and the pectoral motors from 134 to 
2 inches. Most terminal devices require a minimum 
range from 114 inches for optimum function. 

Of the 24 patients fitted, 11 were fitted with con- 
ventional Dorrance hooks, 3 with functional hands 
only, and ro with functional hands and interchange- 
able positive closing hooks. 

The advantages of cineplasty are: 

1. A sense of “feel” and position is transmitted 
from the terminal device. 
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2. Freedom from a harness to the opposite shoul- 
der provides more comfort. 

3. The independence of the extremity gives better 
co-ordination to bilateral activity. 

4. The terminal device can be activated in any 
position. 

5. The terminal device can be activated without 
conspicuous motion. C. Frep GoERINGER, M.D. 


Arthroacetabuloplasty in Unreduced Cases of Con- 
genital Dislocation of the Hip in Adolescents 
and Adults. Bojan Hapjistamorr. J. internat. 
chir., Brux., 1951, 9: 57- 

The author has applied to old unreduced congeni- 
tal dislocation of the hip joint in 6 heavy adolescents 
and young adults, a combined operative technique 
worked out and suggested by him in 1947. The 
method consists of an arthroacetabuloplasty at the 
site of the original acetabulum with a lengthening of 
the rectus and iliopsoas muscles, which makes pos- 
sible a complete anatomical and functional restitu- 
tion of the crippled extremity. The procedure is 
described in detail. 

From the anatomical and functional results ob- 
tained by this operative technique, the author has 
drawn the following conclusions: 

1. In all old unreduced congenital dislocations of 
the hip joint the femoral head can be pulled down 
to the level of the original acetabulum if the follow- 
ing procedures are adopted: (a) preliminary skeletal 
traction for a period of 30 to 45 days; (b) almost 
complete removal of the degenerated joint capsule, 
reducing the latter to the dimensions of a small 
funnel around the femoral head and neck; (c) length- 
ening of the rectus femoris and iliopsoas muscles. 

2. By deepening and enlarging the original ace- 
tabulum and by reinforcing the dorsoproximal part 
of the acetabular roof (acetabuloplasty), the new 
hip joint assumes the nearest possible appearance to 
normal. 

3. The arthroacetabuloplasty and the special at- 
tachment of the remaining part of the joint capsule 
to the iliac bone removes the possibility of post- 
operative subluxations and creates a stable joint. 

4. The new hip joint is painless and will never 
develop arthrotic changes, because the total circular 
separation of the joint capsule denervates it com- 
pletely. 

5. The limping gait and the sign of Trendelenburg 
disappear because both extremities are equally long, 
the stability of the joint is assured, and the gluteal 
muscles are strengthened by the postoperative exer- 
cises (active contractions of the muscles). 

6. The lengthening of the rectus and iliopsoas 
muscles facilitates the reduction of the head into the 
original acetabulum aud allows a certain free space 
(diastasis) between the joint surfaces. Thanks to the 
presence of this joint cavity, the postoperative trac- 
tion may be removed on the fifteenth day. More- 
over, the movements of the new joint are much 
easier and much more painless. The lengthening of 
the rectus and iliopsoas muscles is specially needed 


in cases of congenital dislocation of the hip joint 
with a high displacement of the femoral head. 

7. With careful preoperative treatment of the 
patient during the traction period, and prophylactic 
measures during the operation, the operation may 
in most cases be performed without risk. 

Rupotps S. Reicu, M.D. 


Treatment of the Paralytic Calcaneovalgus Foot 
with Peroneus Longus Transference (Erfahrun- 
gen mit der Translokation des M. peronaeus longus 
bei der Behandlung des paralytischen Hackenfusses). 
H. Mav. Zschr. Orthop., 1951, 81: 72. 


Eighteen patients with postpolio cavus deformi- 
ties, in the age group from 8 to 17 years, were 
followed up for 4 years after transference of the 
peroneus longus posteriorly in a bony groove near 
the insertion of the Achilles tendon. Optimal results 
with a slight equinus position are only obtained 
when the triceps surae is either intact or not over- 
stretched. The translocation provides the muscle 
with increased tension causing gain of muscle tone 
and volume and resulting in a good rolling-off plane 
for the foot. In addition to the muscle transference 
an anterior arthrodesis (Putti) was added in 11 
cases. If there is a tendency toward increased valgus 
position with abduction and pronation, a subtalar 
arthrodesis or a wedge osteotomy from the talo- 
navicular joint is recommended. The effect of the 
muscle transference is that of a tenodesis and tendon 
transplantation. In marked and neglected deformi- 
ties (4 cases) a wedge osteotomy in the posterior 
lower talocalcaneal level (Hooke) is done prior to the 
translocation. E. H. Betrmann, M.D. 


FRACTURES AND DISLOCATIONS 


Late Follow-Up Results of Closed reduction in Con- 
genital Hip Dislocations and a Critical Evalua- 
tion of the Treatment and the Sequelae (Spaet- 
befunde unblutig behandelter angeborener Hueft- 
verrenkungen, Kritik der Behandlung und ihre Fol- 
gerung). G. HausBerc. Zschr. Orthop., 1951, 81: 
109. 

The author discusses the results of closed reduc- 
tion in 45 cases of congenital hip dislocation. The 
period of observation varied from 15 to 40 years. 
The period of immobilization in plaster of paris was 
from 6 to 8 months and on the average the age of the 
patients with unilateral dislocation was 2.5 years, 
while that of the patients with bilateral dislocation 
was 3 years. 

In spite of the x-ray findings of bone deteriora- 
tion due to delayed therapy and prolonged immobil- 
ization, signs of hip insufficiency did not occur in the 
bilateral cases as long as the pelvifemoral muscles were 
compensating. Long immobilization in the Lorenz 
position led to devastating results because of mechan- 
ically incorrect muscle pull on the “dysplastic” hip 
joint, and increased anteversion failed to stimulate 
growth of the acetabular roof. For this reason early 
torsion osteotomy is recommended. The author re- 
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ports that in his district the average age at which a 
proper diagnosis of hip dislocation can be made is 
between the second and third year. : 

The present scheme for treatment is plaster fixa- 
tion three times in 4 weeks, in the three Lorenz 
positions, followed by prophylactic acetabular tibial 
graft. The author believes that the new acetabular 
roof stimulates the development of the acetabulum 
and the head of the femur. There is early freedom 
from pain and stiffness, and Perthes-like changes 
do not develop. 

The author himself emphasizes the need for further 
evaluation of this unorthodox plan. 

E. H. Betrmann, M.D. 


The End Results in 250 Cases of Fractures of the 
Neck of the Femur and of the Trochanter (Das 
Endschicksal von 250 Schenkelhaslbruechen und 
Oberschenkelbruechen der Trochantergegend). 
Moritscu. Wien. med. Wschr., 1951, 101: 505. 


The author states that 61 per cent of the patients 
in this series sustained fractures of the femoral neck 
and trochanter in their homes. There were 89 pa- 
tients with fracture of the femoral neck, 37 of whom 
were treated with the Smith-Petersen nail; 52 pa- 
tients were treated conservatively. Seventy-five 
per cent of the surgically treated patients eventually 
became ambulatory; only 28.8 per cent of the con- 
servatively treated patients ever became ambula- 
tory. There was a mortality of 19 per cent among 
the surgically treated patients and of 4o per cent in 
the nonsurgical group. 

The author outlines the treatment of the coexistent 
complications such as the formation of decubitus 
ulcers, incontinence, cephalomalacia, generalized 
arteriosclerosis, parkinsonism, etc. He differentiates 
two types of decubitus ulcer, one of which is caused 
by pressure; the other occurs a few days after the 
injury and is caused by poor circulation. 

One hundred and sixty-one cases of trochanteric 
fracture were observed; 42 per cent of these patients 
became ambulatory, and there was a mortality rate 
of 27 per cent; 31 per cent of the patients died within 
the first 3 months. Treatment of the trochanteric 
fracture consisted of internal fixation, traction, and 
hip spica. The highest mortality occurred among 
the conservatively treated patients; 65 per‘cent of 
this group died within the first few months. 

GeorceE I. Reiss, M.D. 


The External Luxations of the Patella, Excepting 
Recent Traumatic Cases (Les luxations externes 
de rotule; traumatiques récentes exceptées). M. 
LacHERETZ. Lille chir., 1951, 6: 155. 


In this treatise the author discusses the patho- 
genesis, etiology, symptomatology, and treatment of 
luxation of the patella, not including acute trau- 
matic conditions. The luxations are classified as 
recurrent cases in which the kneecap is in its normal 
place but becomes dislocated spontaneously at longer 
or shorter intervals, and as permanent luxations 
which may or may not be reducible by manipulation. 


In the pathogenesis, looseness of the glenoid cap- 
sule plays an important role. This condition may be 
primary but more frequently it is caused by mal- 
formations of the bones, which gradually distend the 
capsule. Such conditions are congenital atrophy of 
the external condyle, abnormally high position of the 
patella, and malformation of the patella or of the 
trochlea of the femur. 

Another group of cases include genu valgum, in- 
ward torsion of the lower end of the femur, or out- 
ward rotation of the tibia. In these conditions the 
insertion of the quadriceps and the patellar tendon 
are displaced laterally, and gradual distention of the 
capsule ensues. 

Systemic and neurological disturbances, especially 
rickets and poliomyelitis, may also play a causative 
role. Two other investigators, Caroll and Schwartz- 
man, reported a series of 11 external luxations after 
transplantation of the biceps muscle to the patella 
for poliomyelitic paresis of the quadriceps. 

Operations proposed for intermittent or perma- 
nent luxation include capsulorrhaphy, transplanta- 
tion or resection of muscles, osteotomy of the femur 
in genu valgum, modelling of the trochlea, arthro- 
desis, tenodesis, bone graft, and patellectomy. The 
author discusses in detail the merits and disadvan- 
tages of each of these methods. 

Capsulorrhaphy alone is rarely successful because 
the distention will recur sooner or later unless the 
underlying condition is repaired. For muscle trans- 
plantation, the semitendinosus, semimembranosus, 
vastus internus, and even the sartorius muscles have 
been used. The technique, originally devised by 
Krogius, has been modified by different surgeons; 
however, the successes are not too encouraging, and 
recurrences are frequent. Osteotomy of the femur 
gives better results in luxation due to genu valgum. 

Except for genu valgum, patellectomy is prefer- 
able to all other methods in the majority of cases. 
The indications for this operation include deforma- 
tion of the patella or the lower extremity of the 
femur, extremely high position of the patella which 
can not be repaired by shortening of the tendon, and 
lesions of the glenoid cartilage which may lead to 
degenerative arthroses. 

WERNER M. Sotmitz, M.D. 


The Treatment of Fractures of the Knee Articula- 
tion and Fractures Close to the Knee in Older 
Persons (Die Behandlung von Kniegelenksbruechen 
under kniegelenksnahen Bruechen alter Leute). G. 
KUENTSCHER. Chirurg., 1951, 22: 351. 


No matter what therapeutic method is employed, 
the functional results after fractures of the head of 
the tibia, transcondylar fractures of the femur, and 
similar injuries in the vicinity of the knee articula- 
tion are frequently not very satisfactory. In older 
individuals, the problem is still more complicated 
because the stiffening of the knee may be more pro- 
nounced and a long confinement to bed is fraught 
with the danger of pneumonia or circulatory failure. 
In order to allow early ambulation, the author in- 
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troduced his intramedullary nail. He anticipateda ~ 


large percentage of ankyloses but preservation of 
life outweighed this complication. Surprisingly, 
ankylosis did not occur in a single case. Arthrodesis 
produced by the introduction of a nail which reaches 
from the tip of the trochanter to about 10 cm. above 
the ankle is only of a functional character, even if 
the nail is kept in place over a period of several 
years. Immobilization alone, be it with a nail or a 
cast, does not cause stiffening of the articulation. 

The author has given up spinal anesthesia and 
employs nitrous oxide and curare. The nail is 65 
cm. long and slightly curved so that in the event of 
stiffening the knee remains in slight flexion. The 
author employed his nail in 36 cases and observed 
no fat embolism. It is essential to introduce the nail 
very slowly to allow the bone marrow to escape. 
After nailing the patient remains in bed from 1 to 2 
days, with the leg steeply elevated. The nail is re- 
moved under nitrous oxide anesthesia after a period 
of from 6 tog months. Asa rule, the mobility of the 
involved knee is limited but there is no pain or very 
little. A moderate edema is usually present around 
the knee but not on the lower leg or ankle. 

Joseru K. Narat, M.D. 


Intra-Articular Arthrodesis of the Knee Joint. 
Method of Key (Artrodesis intraarticular de la 
rodilla. Metodo de Key). Jose Luts BADo and JorRGE 
Garcia Novates. An. ortop. traumat., Montevideo, 
1951, 4: 3. 

The method of arthrodesis of the knee joint which 
was first described by Albert Key in 1932 and which 
he himself abandoned 5 years later for his method of 
central implantation has now been used by the au- 
thors in 30 cases in which arthrodesis was indicated. 
The method was later introduced again to the notice 
of the profession by Charnley (J. Bone Surg., 1948, 
30-B: 478) and it was due to the reading of Charn- 
ley’s article that the authors took up the method. 

The technique of the operation is considered by 
the authors as two separate procedures: (1) that of 
the arthrodesis itself, which is merely a thorough 
arthrodesis with inclusion of the posterior surface of 
the patella deprived of its cartilage, and the pro- 
cedure of contention. In the first step, access is 
gained to the joint through a midline incision which 
separates the patella itself into two separate halves. 
After the bone ends have been properly shaped and 
trimmed, and the joint capsule and its appendages 
properly cared for, the second step of the operation 
is initiated. 

This second step consists in passing two Stein- 
mann nails, 22 cm. in long diameter and 4 mm. in 
thickness, through the femoral and tibial bone ends, 
respectively, and then adapting them to a holder on 
each side. The nature and functioning of these 
holders can be seen in Figure 1. 

After the nails have been placed and adapted to 
the holder, the two holders are tightened so as to 
bring the femoral and tibial bone ends firmly to- 
gether. The knee is then simply enveloped in a firm 
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Fig. 1. (Bado, Novales) 


compressive dressing and the patient is kept at rest 
in bed for 4 weeks. At the end of this time the 
stitches are removed, the Steinmann nails are ex- 
tracted, and the patient is allowed to be up and 
about with a plaster-of-paris splint. This splint sup- 
port is worn for a further 4 to 6 months, the progress 
of the bony union being controlled roentgenologic- 
ally. 

So far the authors have used the method in 23 in- 
stances of tuberculous disease of the knee joint, 3 
cases of postpoliomyelitic paralysis, 3 cases of tabetic 
arthropathy, 2 cases of arthrosis, and 1 case of con- 
genital malformation. Fusion was found to be rapid 
in the cases of poliomyelitis. Early bone fusion was 
also encountered in certain types of tuberculous 
arthritis (with small destructive lesions), in the 
arthroses, and in the case of congenital malforma- 
tion. The results were not the same in some cases of 
tuberculous osteoarthritis with bone rarefaction and 
epiphyseal destruction, and especially in the cases of 
tabetic arthropathy. In the latter fusion was found 
to be more certain and rapid the earlier in the course 
of the disease that the operation was performed. 

In the 3 cases of tabes the disease was encountered 
in an early period of evolution, and the arthrodesis 
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was obtained within the usual period of time. In the 
third case, which was more advanced, although the 
knee was solid and usable, fusion had not been at- 
tained 2 years later. Except for this last-mentioned 
instance, however, solid bony arthrodesis was finally 
obtained with this method in every case. There were 
no hemorrhages, infections, or other accidents of 
healing. 

For purposes of comparison, the author reviews 
the 38 arthrodeses which were performed in their 
clinic before the method of Key was adopted. It 
was found that the time required for fusion after 
operation averaged 20 months for the favorable 
cases (4 months for the method of Key). In some of 
the patients, however, osseous ankylosis had not 
been obtained even after 5 years and in some re- 
peated operations in the form of implantation were 
required for healing. In 30 per cent of these 38 cases 
large interfragmentary hematomas with important 
diastases had developed. In 7 per cent abscesses and 
fistulization had developed. 

In general, it may be stated that there are no con- 
traindications to the method of Key, either with 
reference to the nature of the bone disease present 
or to the age of the patient. The method is indi- 
cated whenever ankylosis of the knee joint is de- 
sired. Joun W. Brennan, M.D. 


Osteoperiosteal Ribbon Grafts in Undisplaced, Un- 
united Fractures of the Tibia. Irvine E. Finn, 
Jr. J. Bone Surg., 1951, 33-A: 650. 


The author made use of osteoperiosteal ribbon 
grafts in 8 instances of nonunion of the tibia in rela- 
tively undisplaced fractures. 

The exact mechanism by which the ribbon grafts 
stimulate union is not known. There are several 
highly desirable features of this type of graft. Avoid- 
ance of the fracture site, except for creating a suit- 
able bed in which to place the graft, means but a 
minimum of disturbance of the blood supply to that 
region. Minor operative trauma and early coal- 
escence of the graft make this also a helpful adjunct 
in the treatment of delayed union. Because of the 
relatively short operative time and the simplicity 
of the procedure, it can be used in patients of all age 
groups. Complete union occurred in all cases except 
one which then responded to a second bone graft 
procedure. 

To obtain the ribbon graft the periosteum is in- 
cised on both sides along the length of the graft to be 
taken. Small chips are raised by means of a chisel 
underneath the incised periosteum so that the graft 
itself is reasonably flexible, and the chips are at- 
tached individually to the strip of the periosteum. 
In noninfected cases, the graft may be obtained 
either from below or above the fracture site; this 
avoids the necessity of an incision in the other leg. 
After the graft is cut it is placed along the outer as- 
pect of the tibia beneath the retracted periosteum. 
The bone side of the graft is placed against the frac- 
ture fragments; the periosteum is placed against the 
periosteum. The periosteum and the muscles at- 
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tached to it, which had previously been elevated, are 
then sutured over the graft. Since no fixation of the 
graft is necessary, closure is completed at once. A 
cast is applied and allowed to remain in position for 
3 months; however, if there is slight malposition, 
the cast may be wedged after 2 or 3 weeks to im- 
prove alignment. Three months after the procedure, 
the cast is removed, roentgenograms are made, and 
usually another cast is applied. Six months after 
the operation, the cast is again removed; at this 
time there should be clinical union and beginning 
definite union as shown by roentgenograms. Weight 
bearing is begun. 

From a consideration of the cases reported, the 
following observations seem true: 

1. Osteoperiosteal grafts of the ribbon type coal- 
esce and unite to the shaft in approximately 3 
months. 

2. By their presence, union is stimulated within 
the fracture. In 6 months there is a solid bar of 
bone across the fracture and union of the fracture 
has progressed sufficiently so that weight-bearing 
without support is begun. 

3. Infection is no contraindication, when the 
graft is placed in a noninvolved area. Union will 
occur in the same manner as in noninfected cases. 

4. The smaller the chips in the ribbon graft are, 
the quicker the graft itself unites solidly into the 
bar of bone. 

5. Nonfixation of the graft is important, but 
proper placing of the graft is essential. It must lie 
well above and below the fracture site. One graft 
was placed so that it extended insufficiently below 
the fracture site and resulted first in partial union 
and later in nonunion. C. Frep GoERINGER, M.D. 


Medullary Nailing of Fractures After 50 Years. 
REGINALD WaATSON-JONES, J. G. BonNNIN, THOMAS 
Kinc, Ivar Patmer, and Others. J. Bone Surg., 
1950, 32-B: 694. 

No technique has been accepted (after long dor- 
mant years) so widely and with more sudden en- 
thusiasm than that of intramedullary pinning of frac- 
tures by long nails. The operation has been developing 
steadily throughout the last 50 years, but it was only 
after the development of biologically inert alloys 
such as 18/8 or 18/12 S. Mo steel and vitallium, and 
the demonstration thereafter of the successful appli- 
cation of internal fixation of fractures of the neck of 
the femur by Smith-Petersen, Cave, and Vangorder, 
that interest in intramedullary fixation was revived. 
When the merit of such fixation was proved in frac- 
tures of the femoral neck it was a simple step to 
apply it once more to fractures of the shafts of long 
bones and to explore again the possibility of intro- 
ducing nails through the greater trochanter, the 
great tuberosity, and the olecranon. It was not 
until wide nails, fully engaging the medulla of the 
bone, were reintroduced, in 1942, that the tech- 
nique commanded respect. In Europe, it was seized 
upon with enthusiasm during the second world war 
when patients were necessarily discharged from the 
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hospital as quickly as possible. The technique of 
blind nailing was developed in an attempt to avoid 
the dangers of bone infection. 

The wide application of intramedullary nailing as 
used in Germany was reported by Le Vay who visited 
the Schleswig Clinic of Professor Kintscher in 1948 
and studied the work of his colleagues at the Uni- 
versity Hospital of Kiel. It was his impression that 
Kiintscher disliked extensive open bone operations 
or any disturbance of the periosteum and believed 
that the advantage of closed nailing lay in the 
avoidance of such disturbance and the fact that 
surgical intervention could be limited. His methods 
probably evolved under pressure of circumstances. 

Internal fixation obtained by medullary nailing is 
much more efficient than that of circumferential 
wire, encircling bands, or plates and screws. The 
length of the nail controls angulation and the width 
immobilizes the fragments without perforation of 
the bone cortex by screws and the consequent risk of 
secondary fracture; at the same time even massive 
nails can be removed easily at secondary operations 
through a 2 or 3-inch incision. In fractures of the 
upper shaft of the femur, displacement of the frag- 
ments is controlled easily and protection can be 
maintained for long periods so that lateral angula- 
tion is prevented. The long nail can safely be left in 
the bone so that fractures with slow and delayed 
union consolidate without the hardship of plaster 
spicas or the annoyance of walking calipers. Mal- 
united fractures and fractures with established 
nonunion may be treated successfully by freshening 
and replacement of the bone ends, insertion of iliac 
bone chips and intramedullary fixation, usually with 
the added protection of a plaster spica for the first 
2 or 3 months. 

The technique has solved other difficult problems, 
such as the fractured ulna in Monteggia fracture 
dislocations and fragments of a fractured humerus, 
particularly in cases of delayed union and nonunion. 
The method has also been used for displaced frac- 
tures of the neck of the humerus, for fractures of the 
shaft of the tibia, and for fractures of both bones of 
the forearm. 

Many accounts of the complications of intra- 
medullary nailing have been received from widely 
scattered sources, and the reports have been collated 
in this review. In recording the complications, near- 
ly every writer has at the same time shown enthusi- 
asm for the technique, and the contributions are 
valuable not only in reminding us of the difficulties, 
but in suggesting how they may be overcome. The 
special purpose of this review is to indicate the 
difficulties that often arise and to warn surgeons of 
the dangers that may beset them. 

Dangers of medullary nailing by the closed method. 
The technique of intramedullary nailing of fractures 
by the closed or blind method under fluoroscopic 
control was developed by Kiintscher in circum- 
stances of war. The dangers of nailing by the sub- 
cutaneous approach under fluoroscopic control in- 
clude X-ray burns to the hands and face of the sur- 
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geon and his assistants, failure to engage the distal 
fragment of the fractured bone, and injury to the 
main blood vessels and nerves of the limb. The con- 
sensus in Britain and America is that blind nailing 
is dangerous and that intramedullary nailing should 
be attempted only with direct visual control by 
exposure of the fracture, supplemented by the evi- 
dence of x-ray films but not of fluoroscopic screening. 

Impaction of the nail in one of the bone fragments. 
Surgeons should not only take careful preoperative 
measurements of the medullary canal, but operations 
should not be embarked upon until a sterilized hack- 
saw is on the instrument table ready for use, nor 
should nailing be attempted in cases with dense 
sclerosis. Impaction of a nail so that it cannot be 
driven farther into the bone, or be extracted from it, 
presents very great difficulty. Forcible hammering 
may shatter the bone and cause myositis ossificans; 
and if the nail has already passed the site of fracture 
the fragments may be distracted and union delayed. 
It is therefore better to use every device for extrac- 
tion of the nail with the object of introducing one of 
narrower dimension, and then, if these efforts fail, 
to saw off the projecting part. If the nail has been 
introduced in retrograde direction from the fracture 
site, a short projecting stub should be left so that it 
can be angulated into the distal fragment and some 
fixation, however imperfect, can be gained. 

Extrusion of intramedullary nails from the bone. 
Extrusion of three-flanged nails used for the fixation 
of fractures of the femoral neck has been attributed 
by many surgeons to resorption of bone at the site of 
fracture with consequent impaction of the fragments. 
It has often been claimed that such extrusion should 
not be prevented by the use of a cross-pin in the 
trochanteric region because impaction of the frag- 
ments was inevitable and if the nail were fixed in the 
distal fragment it would perforate the proximal frag- 
ment and enter the joint. However, penetration of 
the head of the femur by a nail occurs only when the 
bone is dead and continued resorption of bone in the 
region of any fracture does not occur if there is com- 
plete immobility of the fragments. Since the length 
of nail extruded from the neck of the femur through 
the trochanter was often far greater than could be 
explained by the degree of resorption and impaction 
of the fragments, it has seemed more likely that 
extrusion was a positive expulsion, perhaps arising 
from the pressure of products of ionization and 
foreign body reaction accumulating between the nail 
and the bone. 

Bending or breaking of the nail. The complication 
of a nail bending or breaking is largely a technical 
problem that must be tackled by the manufacturers 
in consultation with orthopedic surgeons. In many 
if not most of such cases the fault has been that the 
metal was too soft or that the cross-section was un- 
suitable. The bending forces acting at the site of 
fracture in a large bone such as the femur are much 
greater than is commonly understood. 

Joint injury and joint stiffness. The accident of 
overdriving a nail through the articular cartilage 
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into the adjacent joint cavity does not appear to be 
a serious hazard. In the selection of a nail of appro- 
priate length, the margin of safety is fairly ‘wide; 
and with the additional safeguard afforded by con- 
trol-radiographs, overdrive into the joint is easily 
avoided. When joint injury has occurred it was usu- 
ally caused by a nail that penetrated the soft tissues 
and encroached upon the joint from outside the 
bone. Harm may be done without penetration; the 
point of a nail lying close to a joint may interfere 
with its function by setting up local reaction or by 
forming a mechanical block to joint movement. 

Nonunion from unprotected weight-bearing. In 
most examples of delayed union or nonunion the 
failure has been attributable to the use of the 
method in unsuitable cases or to errors of technique. 
If the nai! fits too loosely or is too short, fixation will 
be inadequate and rapid union cannot be expected 
unless immobilization is aided by external splintage. 
Another error is to permit distraction of the frag- 
ments during introduction of the nail. 

In a review of the complications in intramedullary 
nailing, vom Saal concluded that the fracture should 
be treated by open reduction. The nail selected 
must fit the canal snugly and be buried in cancellous 
bone at each end of the shaft. In the tibia and 
humerus, multiple nested V-nails should be used to 
prevent migration and rotation. Movement and 
impaction should be begun immediately with the 
upper extremity, and weight-bearing with the lower 
extremity. Each of the above points is a “must”; if 
they are rigidly observed, complications will be at a 
minimum and the surgeon will have at his command 
a method which provides the most rapid union with 
the least cost and the greatest return of function. 

Ivar Palmer summarizes his experiences of the 
difficulties of intramedullary nailing. He presents a 
review of 164 cases of intramedullary nailing of the 
long bones with special reference to the difficulties 
and complications encountered. The lessons learned 
are summarized as follows: 

1. The method requires technical experience and 
knowledge and is not suited to inexperienced sur- 
geons, or surgeons with little fracture material at 
their disposal. 

2. Intramedullary nailing should be used only in 
fractures to which the method is suited. In general, 
comminuted fractures or fractures near a joint are 
unsuitable. 

3. Open reduction is preferable to closed methods. 

4. The nail should never be driven in with vio- 
lence. It should be removed and replaced with a 
new one if difficulty is encountered when inserting it. 

5. In fractures of the femur, the nail should be 
driven in from the tip of the trochanter after careful 
determination of the direction. 

6. The nail should be introduced only to the level 
of the fracture before exploring and reducing the 
fracture. 

7. Distraction of the fragments must be avoided. 

8. If the nail bends it should be replaced by a new 
one, at least in femoral fractures. 


9. If union is delayed, the fracture should be 
explored and chip grafts of cancellous bone placed 
around it. 

10. Improvised nails, or nails which are not made 
of absolutely reliable material should never be used 
for this work. 

- 11. Make sure that the nail is equipped with an 
extraction hole for removal. 
Rupotpu S. Reicu, M.D. 


The Complications and Technical Problems of 
Medullary Nailing. Ivar PatmMer. Acta chir. 
scand., 1951, 101: 484. 

Medullary nailing was employed in the treatment 
of a group of 182 patients with fractures of various 
bones. These cases were reviewed with regard to 
complications and various technical problems. The 
latter are considered in several categories, as follows: 
(1) technical mistakes, (2) postoperative complica- 
tions due to technical error or faulty postoperative 
care, and (3) postoperative complications not due to 
these faults. 

Proper selection of the type of fracture is necessary 
to avoid technical mistakes. Comminuted fractures 
are usually not suitable for nailing. Impaction may 
be avoided by careful selection of the size nail 
needed. Use of the wrong approach to insertion of 
the nail causes difficulty. In the present series, 
penetration of the distal fragment occurred occasion- 
ally. This must be guarded against. 

In the second category the author included the 
necessity of not nailing the fragments with diastasis, 
as union will be considerably delayed. Bending of 
the nail was encountered fairly frequently. Nails 
which bend at all should be discarded and replaced 
by others. Splintering of the bone and myositis 
ossificans were met with occasionally. Compression 
and subluxation were of infrequent occurrence and 
pseudarthrosis developed in one case. 

Fat embolism, thrombosis, and bursitis at the 
superior end of the nail constituted the third group 
of complications. None of these were of frequent 
occurrence. 

None of these complications were encountered in 
nailing the ulna or the metacarpals. All of them may 
be avoided by observing proper indications for nail- 
ing, and the use of careful and proper technique. 

Dona.p C. Geist, M.D. 


ORTHOPEDICS IN GENERAL 


Volkmann’s Ischemic Contracture and Its Rela- 
tionship to Fracture of the Femur. Stuart A. 
THomson and Leo J. Manoney. J. Bone Surg., 
1951, 33-B: 336. 

In the 17 years from 1931 to 1947, a total of 42 
cases of ischemia were observed. Thirteen cases of 
acute ischemia were noted, in 4 of which the arm 
was affected, and in 9, the leg. In 8 of these cases the 
condition followed simple fracture of the femur, and 
in 1 case followed complicated rotation osteotomy 
of the tibia. 
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In all of the cases pain has been the common 
denominator. It is usually situated in the central 
calf area, is a deep boring type of pain which is 
difficult to control with sedatives, and is not influ- 
enced very much by the release of bandages. The 
pain is immediately accentuated by passive dorsi- 
flexion of the foot. A sensation of numbness is soon 
recorded in the toes and foot and may extend up to 
the painful calf. This is associated with a stocking 
type of centripetal anesthesia. However, the painful 
calf exhibits an irregular, raised erythematous area, 
and bleb formation is soon superimposed. The calf 
becomes much increased in girth. The foot is swollen 
and varies in color and temperature. Later on, the 
foot may be warmer than the other foot and of a 
dusky pink color. Similarly, pulsations in the dor- 
salis pedis and posterior tibial vessels may remain 
in spite of other threatening signs, only to disappear 
rather suddenly later on when the foot becomes pale 
and cool. Movement of the foot and toes becomes 
impaired at an early stage; total paralysis follows in 
a few hours and the foot rests in a position of 
equinovarus. It seems that a long-lasting high 
spinal anesthetic reaching all the lumbar outflow is 
a good means of breaking the vicious cycle of vaso- 
spasm. It is important to maintain a normal blood 
pressure throughout the spinal anesthesia. Para- 
vertebral sympathetic block is also a good remedy 
and does not have the same depressor influence on 
the blood pressure as a spinal injection. Intravenous 
injection of tetra-ethyl-ammonium chloride or-pro- 
caine produces anesthesia and vasodilation but may 
produce a drop in blood pressure, and requires more 
supervision than the former methods. 

The authors’ conclusions are as follows: 

1. Volkmann’s ischemia is a real and threatening 
complication of fracture of the femur, and it is more 
common than reports in the literature would 
suggest. 

2. The early signs and symptoms in the calf are 
ominous whereas the early vascular signs of a good 
tibial pulse, color, and temperature are often mis- 
leading. 

3. Muscle decompression with or without arterial 
exploration has proved to be of no value. 

4. Early recognition and radical treatment are 
imperative. Temporary paralysis of the lumbar 
sympathetic outflow has been shown to be an effec- 
tive measure. 

5. Transfixion of the calcaneus with a Kirschner 
wire for traction has the advantage of eliminating 
all bandages, suspending the tender calf and pre- 
venting an equinovarus deformity. 

6. The only essential difference between the his- 
tologic appearance of muscle which recovers and 
that which does not appear to be degeneration of 
muscle nuclei. The significance of engorged blood 
vessels remains in doubt. 

7. Histologic studies suggest that despite the 
typical gross appearance of an infarct, some regen- 
eration of muscle may occur. 

C. Frep GOERINGER, M.D. 
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The Artificial Hand with “‘Feeling;”’ Its Theory and 
Practice (Die ‘‘fuehlende Kunsthand;” ihre Theorie 
und Praxis). LotHar Kreuz. Deut. med. Wschr., 
1951, 76: 


When the Sauerbruch hand for forearm amputa- 
tions was introduced, it was applied indiscriminate- 
ly, without special regard for the type of work to 
which the amputee would wish to apply the pros- 
thesis, and without regard for the natural capabilities 
or handiness of the amputee himself. The perforated 
flap for closing the hand contained the flexor muscles 
of the fingers, and the flap for opening contained the 
extensors, just as in the natural motion of the hand, 
and it was thought that schooling and practice in the 
use of the prosthesis would overcome all handicaps of 
occupation and aptitude. The hand, however, never 
became strong enough for purposes of hard work. 
Later the complaints accruing from the wearers of 
this prosthesis were ascribed to faults in the instru- 
ment’s construction and to lack of success in the con- 
struction of the appurtenant muscle flaps, intended 
to produce the operative power. 

When the electric hand, known as the “‘Vaduzer 
hand,” was produced by Wilms in Vaduz, the elec- 
tric current was intended to replace the power of the 
muscular flaps of Sauerbruch, these flaps being 
merely intended to actuate the electric source of 
power. The nature of the machine, of course, ties 
the wearer to an electric source. This system cured 
one of the deficiencies of the Sauerbruch hand, viz., 
the weak and unsustained grasping power (even 
here a continued form of grasp has to be provided by 
a special locking device), and this prosthesis enjoyed 
early popularity, which was partly the result of its 
filling a deficiency of the Sauerbruch prosthesis and 
partly the result of more discriminate distribution, 
the manufacturers being extremely cautious with 
reference to the capacities of the wearer, and to the 
assigning of rigid rules of preliminary training of the 
prospective wearer in the use of the mechanism 
(phantom hand training). 

Even the electric hand was found to have serious 
deficiencies; in fact, practically the same funda- 
mental deficiencies as the original Sauerbruch hand 
were noted. The most important of these deficiencies 
is undoubtedly the lack of true sensation. The 
wearer could tell if the artificial hand were closed or 
open, and also when it grasped a hard object or a 
yielding one. This accomplishment was hailed as 
something wonderful and led to these prostheses 
being called the “feeling hand.” Nevertheless the 
electric hand, like its prototype, the Sauerbruch 
hand, is constructed of nonsensitive materials, and 
the wearer cannot learn to discriminate as to whether 
the material being grasped is hot or cold, rough or 
smooth, pointed or blunt. Since the artificial hand is 
always the grasping hand, the actual work always 
being done with the natural hand, the workman 
hardly ever looks at the grasping hand itself, but 
depends largely on the sense of feeling; therefore the 
loss of sensation in the grasping hand means a very 
real handicap to the working man. 
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These deficiencies are even more tragic in the 
case of the blind, or those with failing eyesight. It is 
for these, of course, that the “‘claw hand” of Kruken- 
berg is recommended. (Surg. Gyn. Obst., Internat. 
Abstr. Surg., 1951, 93: 185). 

A final problem, however, still remains—a prob- 
lem that is absolutely unsolved. This concerns the 
plight of the upper arm amputee. In this regard the 
author directs a plea to the medical profession, to the 
engineering profession, and to the manufacturers of 
prostheses, to desist from bringing out, ever anew, 
forearm prostheses for patients so handicapped, who 
soon learn to put themselves aright, even getting 
along rather well simply with a stump, and to direct 
all their ingenuity and thought to the construction of 
an upper arm prosthesis which will at least be as 
useful in practice as are now the forearm prostheses. 

JouNn W. BRENNAN, M.D. 


Orthopedics of the Sitting Posture (Zur Orthopaedie 
des Sitzens). H. Otters. Zschr. Orthop., 1951, 80: 
573- 

The most relaxed position in sitting is one with the 
joints concerned all in midposition approximately 
and with a moderate grade of kyphosis of the spine. 
It is this inability of the spine to support itself in the 
vertical position when the body is seated naturally 
which does not permit of the back of the school seat 
being placed directly vertically. This back should re- 
cline backward between 10 and 15 degrees. In gen- 
eral the school seat should be of a height correspond- 
ing to two-sevenths of the body length; the length 
should be one-fifth of this length. The seat should not 
be perfectly horizontal; it should incline backwards 
between 3 and 5 degrees, or it should be scooped out 
in the posterior third, so that the buttocks do not 
tend to slide forward. 

The sitting posture does not have any marked ef- 
fect on breathing, in fact, in some instances in the 
male subject there was observed an actual increase in 
vital capacity when the sitting position was assumed. 
The blood pressure in the lower extremities is like- 
wise little different, whether one be lying down, sit- 
ting, or standing, when one makes the proper allow- 
ance for the simple hydrostatics of the superimposed 
blood column. In 3 cases of poliomyelitic paralysis 
of the lower extremity the findings were not notably 
different from the normal. However, in 1 typist with 
a paralyzed limb as a result of anterior poliomyelitis 
the limb tended to swell after 8 hours of constant 
work in the sitting posture. In normal individuals, in 
3 patients with poliomyelitis, in 1 patient with Lit- 
tle’s disease, and in 1 with tetraplegia there were no 
significant differences in the behavior of the blood 
pressure with change of posture. 

In 7 normal subjects, in 2 bilaterally paralyzed 
poliomyelitic patients, and in 1 patient with spina 
bifida with bilateral paralysis of the lower extremities 
there was no significant change in the circumference 
of the extremities after they sat for as long as 3 hours. 

These findings seem to invalidate any postulations 
as to the sitting posture in itself, that is, exclusive of 
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the simple hydrostatic laws, having any effect on the 
flow of the blood to the extremity. Observations by 
the author have shown that the angulation of the 
limb, incident to the flexing of the contained joints 
does not produce a concomitant angulation of the 
blood vessels. The blood vessels seem to contract and 
become shorter, thus moving farther away from the 
flexing joint and avoiding angulation. 

The photographing of the bearing surface of sitting 
young boys has enabled the author to estimate the 
actual bearing surface involved. This bearing surface 
as seen through the glass seat of the chair is marked 
off by the distinctive coloring resulting from the 
pressure anemia. This surface is shown to be quite 
small (36 cm.?) and consists almost entirely of the 
two tubera ischiadica. The muscles of the buttock 
apparently move aside and allow the tubera to im- 
pinge directly beneath the skin and fascia of the but- 
tock. With the placing of one knee over the other the 
weight is rolled over onto the other buttock. By 
placing blood pressure sleeves under the buttocks it 
was shown that in the placing of the right knee over 
the left, there was a measured shift of pressure (40 
mm. mercury) from the right side and an added 
pressure (35 mm. mercury) in the left. 

Among 172 subjects who worked in a sitting posi- 
tion, 17.4 per cent were suffering from disturbances 
which must be attributed to the posture itself. There 
were 12 cases of pains in the back, 3 of stomach 
trouble, 12 of obstipation and meteorism, 5 of hemor- 
rhoids, and 3 of swelling of the limbs. In those whose 
employment in the sitting posture had not lasted 
longer than 5 years the percentage of difficulties was 
10.5, in those so employed for from 6 to 20 years the 
percentage was 46, and in the group so employed 
from 21 to 4o years the percentage was 80. In this 
last (oldest) group the sufferers from hemorrhoids 
predominated. 

In many persons the ability to sit for long periods 
of time and without discomfort is of more importance 
to them than their walking capacity. It is for this 
reason that the indications for arthrodesis of the hip 
joint may be changed to those for arthroplasty, and 
that extracapsular subtronchanteric osteotomy may 
be indicated to relieve the condition created by an 
arthrodesis in faulty position (Schwars). 

A number of photographs are appended to the 
original text, depicting special chairs which have 
been developed to be of assistance to these cripples. 
These will be of considerable assistance to patients 
suffering from postpoliomyelitic paralyses involving 
the muscles used in rising from the sitting posture; 
however, such aids will not nullify the indications for 
muscle transplantation operations designed with this 
same end in view. Joun W. Brennan, M.D. 


Ischemic Necrosis and Regeneration of the Tibialis 
Anterior Muscle After Rupture of the Popliteal 
Artery. J. S. Horn and S. Sevitr. J. Bone Surg., 
1951, 33-B: 348. 

This article is based on the clinicopathological 
study of a patient who’ suffered a traumatic rupture 
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of the popliteal artery with evidence of the occur- 
rence of ischemic necrosis of the tibialis anterior 
muscle, with subsequent regeneration of much of the 
muscle belly and innervation of the newly formed 
muscle. 

A truck driver, aged 31 years, was struck by a 
sheet of metal behind his right knee. He immediately 
experienced severe pain and was unable to walk. On 
admission to the hospital 12 hours later the pain 
was considerably worse, the right knee was held 
flexed and there was a tense, tender, pulsating swell- 
ing in the popliteal fossa. Movements of the toes 
and ankle were almost completely absent; there were 
anesthesia of the toes and the forepart of the foot and 
hypoesthesia of the anterolateral part of the leg; the 
skin at the level of the knee was warm but the foot 
and leg were cool and neither the dorsalis pedis nor 
the posterior tibial pulse was palpable. A diagnosis 
of ruptured popliteal artery was made. Subsequent 
arteriography showed that rupture in this instance 
had occurred below the level of the inferior genicu- 
lar arteries. 

Immediate treatment consisted in surrounding the 
leg with ice and warming the rest of the body; trini- 
trin tablets were given by mouth to induce vasodila- 
tion. The cooling was discontinued after 34 hours, 
when there was evidence that a sufficient circulation 
had returned. 

Collateral circulation from the genicular anasto- 
mosis developed within 20 hours. Ischemic necrosis 
of the belly of the tibialis occurred, but voluntary 
power began to return about 21 weeks after injury. 
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Biopsy of the muscle 19, 57, and 76 weeks after 
injury showed that the muscle belly was being recon- 
stituted by new fibers and that the ischemic tissue 
remained entombed in the deepest part of the 
muscle. The regenerating fibers arose from small 
numbers of subfascial fibers which either survived 
the ischemic episode or had arisen by myoblastic 
differentiation of connective tissue cells. Sarco- 
plasmic outgrowths produced new contractile sub- 
stance, and new fibers were formed by amitotic 
fission. Many of the fibers matured and the regen- 
erative process was still active 76 weeks after injury. 
Growth of new nerve bundles containing myelinated 
— accompanied the development of new muscle 
ers. 

It is clear that in the most favorable circumstances 
the regenerative power of human muscle is far great- 
er than was previously believed. 

The paralysis of the peroneal group of muscles and 
extensors of the toes was probably due to an ischemic 
lesion of the common peroneal nerve, and the per- 
sistent anesthesia of the forepart of the foot was 
attributed to ischemia of the medial and lateral 
plantar nerves. However, the paralysis of the tibialis 
anterior was due mainly to ischemic necrosis. This 
is suggested both by the failure of the muscle to 
respond to direct galvanic stimulation at the first 
biopsy, and by its histologic appearance. Moreover, 
the paralysis persisted long after the peroneal 
muscles, paralyzed as a result of the ischemic lesion 
of the nerve, had regained activity. 

C. Frep GoERInceER, M.D. 
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BLOOD VESSELS 
Surgical Treatment of Coarctation of the Aorta; 
Adult Type (Traitement chirurgical de la sténose 
congénitale de l’isthme aortique.) P. SANTY, J. BRET, 
P. Marton, J. C. SourniA, and J. SERMONARD. Lyon 
chir., 1951, 40: 513. 

Like most other surgeons, the authors limit their 
intervention for coarctation of the aorta to patients 
between to and 30 years of age. The presence of 
cardiac failure or mitral stenosis is a contraindica- 
tion for surgery, but otherwise all patients in the 
mentioned age group are routinely operated on, even 
in the presence of mitral or aortic insufficiency. The 
operative procedure followed is that of Crafoord and 
it is discussed at some length. 

Twenty patients, 15 males and 5 females were 
operated upon, but in this article the case histories of 
only ro are reported. One boy of 11 years died on 
the ninth postoperative day from a mesenterial 
infarct. In the other patients the results were good. 

GERTRUDE J. VAN Eck, M.D. 


Surgical Treatment of Aneurysms of the Abdominal 
Aorta. Case Report. Seven ALséNn. Acta chir. 
scand., 1951, 101: 339. 


Aneurysms of the abdominal aorta, largely the 
result of arteriosclerosis or syphilis, are fairly rare. 
About 500 cases diagnosed clinically are on record, 
which indicates that the disorder carries a very 
poor prognosis. Usually the disease is far advanced 
by the time symptoms occur, and the average sur- 
vival time after establishment of the diagnosis of 
abdominal aortic aneurysm is 1 year or less. The 
usual cause of death is rupture of the aneurysm. 

The methods of treatment have been directed at 
either ligation of the aorta distal to the aneurysm 
(and thereby forcing blood into the collateral ar- 
teries), or obliteration or removal of the aneurysm 
in some suitable manner. Of 41 cases recorded in 
the literature, in which treatment consisted of liga- 
tion of the aorta, 11 patients survived the opera- 
tion 1 year or more. In 6 of these cases. there was 
evidence that the aneurysm was not completely oc- 
cluded. Of the different kinds of material advo- 
cated for ligation of the aorta, only cotton or fascia 
was used in those patients who survived 1 year or 
more. Some writers believe that the aorta may be 
ligated anywhere below the origin of the renal ar- 
teries. In none of the cases on record did the pa- 
tients die after ligation of the aorta because of a 
disturbance of circulation of the intestines or be- 
cause of gangrene of the lower extremities. Dangers 
of the method of ligation are that erosion of the 
vessel wall may occur under the ligature, or aneu- 
rysm may develop above the ligature. To decrease 
these risks, strips of fascia have been wound around 
the aorta above the ligature. Fascia has also been 
wound spirally along about 5 cm. of the aorta proxi- 


mal to the ligature. These modifications are useful 
only in the treatment of aneurysm distal to the 
renal arteries. As for obliteration of the aneurysm, 
fine wire has been introduced through a cannula 
and as much of the aneurysm as possible is filled. 
The wire is then heated by an electric current for a 
few seconds, which gives a combination of throm- 
botic effect of the foreign body and direct destruc- 
tion of the intima by electrocoagulation. A reactive 
type of cellophane wrapped about the aorta results 
in fibrosis at the site of the foreign body, and the 
scar formation gradually involves the intima. In 
this manner the vessel is gradually compressed and 
collaterals have time to develop. An objection to 
this method is that it is not known to what extent 
fibrosis involves surrounding structures. 

Two methods are available for conserving the 
parent artery after obliteration of the aneurysm: 
(1) the endoaneurysmorrhaphy method of Matas, 
and (2) extirpation with end-to-end suture. The 
latter method is mostly of theoretical interest, since 
by the time of diagnosis the aneurysm is usually 
too large to permit such a procedure. With the use 
of free arterial transplantations, however, the range 
of indications for the extirpation method may be 
widened. 

The author reports the case of a hypertensive, 62 
year old male with a proved arteriosclerotic ab- 
dominal aortic aneurysm which was treated by 
wrapping the aneurysm with fascia lata and par- 
tially occluding the aorta proximally with strips of 
fascia lata. Two months after the operation he was 
asymptomatic and his blood pressure had fallen to 
near normal levels. The aneurysm was about the 
same size but pulsations were not so prominent as 
before the operation. 

Jacos T. BRADSHER, JR., M.D. 


The Law of Nutritive Dilatation of the Arterio- 
venous Aneurysm and the Distention Disease 
of Arteries (Das Gesetz der nutritiven Dilatation 
der arteriovenoesen Aneurysmen und die Disten- 
sionskrankheit der Arterien). H. Kixrran. Helvet. 
chir. acta, 1951, 18: 191. 

The author’s 63-year-old patient had suffered a 
gunshot wound in the popliteal region 30 years pre- 
viously. At time of examination there was present a 
hard tumor mass in the popliteal space; the lower leg 
and foot was moderately swollen. The skin was 
marred by scars and by a brownish discoloration. 
The course of the femoral artery could be traced on 
the surface because of its enormous dilatation and 
powerful pulsations. It was somewhat sinuous and 
gave the impression of an aorta lying directly under 
the skin; the pulsations were slow and heaving. The 
tumor in the popliteal space did not pulsate and was 
hard as stone. Over this mass could be heard the 
continuous murmur of the arteriovenous aneurysm. 
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The murmur was conducted toward the heart. The 
heart itself was massively enlarged both to the right 
and to the left. There was a bradycardia and a moder- 
ately high blood pressure. The gait of the patient 
was unsteady. The patient was psychically exalted, 
tense, and partially uncontrolled. 

Roentgenologically, the simple exposure disclosed 
massive calcification of the whole aneurysmal sac. 
Arteriography (lateral exposure) showed the length- 
ening and distortion of the artery extending down- 
ward to the level of the aneurysm. The contrast 
fluid was discharged into the massively enlarged 
popliteal vein in both directions. The vein was 
massively dilated, sinuous, and bulging into out- 
pocketings in places. The artery beyond the aneu- 
rysm was smaller than normal. 

At operation the artery and vein were separated 
and closed separately with two rows of interrupted 
sutures. 

Six weeks later another percutaneous arteriog- 
raphy disclosed complete permeability of the artery 
with noticeable enlargement of the previously nar- 
rowed portion of the artery distal to the aneurysmal 
level. The dilatation and sinuosity of the femoral 
artery had not changed essentially. The circulatory 
troubles had completely disappeared. The trophic 
state of the lower leg and the patient’s gait had im- 
proved. The psychic state had not noticeably 
altered. 

Thirty-six reports of arteriovenous aneurysm have 
been culled from the world literature and in 18 this 
type of dilatation of the proximal portion of the 
artery was described. The condition is therefore not 
accidental and can be expected to develop in patients 
with arteriovenous aneurysm who are not sub- 
jected to operation. It cannot be accounted for on 
the basis of hemodynamic laws, and is ascribed by 
the author to a nutritive reflex of the nervous sys- 
tem resulting from the stimuli coming from the 
poorly oxygenated tissues of the lower leg. 

The author believes that these aneurysms should 
be operated upon early and that ligations should be 
avoided whenever possible. Lateral vascular suture 
is, in his opinion, the ideal procedure. 

Joun W. BRENNAN, M.D. 


The Natural History of Venous Thrombosis. C. 
RAEBURN. Brit. M.J., 1951, 2: 517. 


The histological findings in 35 examples of venous 
thrombosis occurring in 130 autopsies are presented; 
" of these 35 showed evidence of recurrent throm- 

Osis. 

The author’s studies revealed that the concept of 
an acute thrombosis is erroneous. It was shown 
that of the thromboses discovered, 54.2 per cent 
were built up by successive thrombotic sequences 
as manifested by veins in various stages of repair. 
The thesis is therefore advanced that in most in- 
stances venous thrombosis in the leg is an additive 
process and not, as generally accepted, an acute 
disorder. The author believes that the essential 
lesion is a modification of the colloid properties of 


groups of endothelial cells which encourages plate- 
let adhesions. 

There are excellent photomicrographs showing 
thrombosis in various stages of repair and with 
evidence of new and recurrent thrombosis. 

Epmunp R. DonocauE, M.D. 


Fatal Hematemesis, from Esophageal Varices, in 
the Presence of Large Portacaval Anastomosis. 
T.S. L. Beswick and H. Butter. Brit. M.J., 1951, 
2: 522. 

Fatal hematemesis in a case of esophageal varices 
with unusually large portacaval anastomoses in the 
falciform ligament is described. This naturally 
occurring anastomosis was larger than the usual 
portacaval shunt produced surgically. The authors 
discuss the occurrence and the fatality despite 
adequate anastomoses between the portal and caval 
systems. Learmonth and Snell have previously ex- 
pressed doubt about the effectiveness of surgically 
produced anastomosis in reducing the risk of hemor- 
rhage from esophageal varices. 

Anastomoses which develop between the portal 
and caval veins may be classified as either protected 
or vulnerable. The protected routes are the veins 
upon the outer surface of the esophagus, the veins of 
Retzius, the veins found in the falciform ligaments, 
and the surgically produced anastomoses. These by- 
passes are not exposed to erosion and will reduce the 
risk of bleeding in so far as they reduce the pressure 
of the portal venous blood. The vulnerable routes 
are the submucous veins and, more particularly, the 
thin-walled subepithelial veins of the stomach and 
esophagus. By virtue of their position these veins are 
constantly exposed to trauma, and the risk of erosion 
will be increased by the distention of these veins by 
the high pressure of portal venous blood. It is sug- 
gested that the formation of an artificial porta- 
caval anastomosis alone will not suffice to prevent 
bleeding, and it should be combined with measures 
to remove or obliterate the vulnerable varices. 

Epmunp R. DonocuvE, M.D. 


RETICULOENDOTHELIAL SYSTEM 


The Reticuloses: Symposium. W. St. C. SyMMERs, 
R. Boptey Scott, F. CAMPBELL GOLDING, WALTER 
M. Levitt, and Others. Brit. J. Radiol., 1951, 
24: 469-513. 

This excellent comprehensive symposium on the 
reticuloses was held at the British Institute of 
Radiology in January, 1951. Many well recognized 
British authorities participated in this broad-scaled 
program which was divided into the following com- 
ponents: 

Part I. 

1. Some comments on the pathology of the 

reticuloses 

2. Some clinical aspects of the reticuloses 

3. The radiological diagnosis of the reticuloses 

Part II. 

1. Treatment of reticuloses by x-rays 
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2. Some observations on the reticuloses and their 
treatment by x-rays 

3. Results of the x-ray treatment of the reticu- 
loses 

Part ITI. 

1. Cutaneous manifestations of the reticuloses 

2. Chemotherapy in the treatment of malignant 

disease 

Nitrogen mustard therapy in the reticuloses 

Aromatic nitrogen mustards in the reticuloses 

Clinical experience with nitrogen mustard in 

Hodgkin’s disease 

By definition, reticulosis is a local or generalized 
proliferation of the lymphoreticular tissue, occurring 
in the absence of any known underlying infection, 
metabolic disturbance, or other cause which can be 
demonstrated by methods at present available. The 
lymphoreticular system comprises the reticuloendo- 
thelial system and all the lymphoid tissues, including 
the lymph nodes, spleen, pharyngeal and gastro- 
intestinal lymphoid tissue, and other cells and organs. 

In the majority of cases of the reticuloses the pre- 
cise diagnosis is determined by the histologic exam- 
ination of biopsy material. It is for this reason that 
there is a special need for a generally acceptable 
histopathological classification of these diseases, but 
unfortunately this classification is not in a particu- 
larly satisfactory state. This is a reflection of our 
present ignorance of the cause of the disease and 
hinders uniformity in studying and comparing the 
clinical observations of different medical centers. 

A simple clinicopathologic classification is pro- 
posed by W. St. C. Symmers. Three categories are 
designated exclusive of the leucemias which were not 
a part of this symposium: (1) benign reticulosis, of 
which the lymphohistiocytic medullary reticulosis of 
Robb-Smith is the type-condition; (2) potentially 
malignant reticulosis, of which lymphofolliculoid 
reticulosis is the type-condition; and (3) malignant 
reticulosis and lymphoreticular sarcomas, of which 
Hodgkin’s disease is classical. The uncertain histo- 


logic frontier between neoplasia and hyperplasia is 
discussed. 

Clinical aspects of Hodgkin’s disease and the other 
less well known reticuloses are discussed and .their 
differential diagnoses are noted. The roentgenologi- 
cal diagnosis of these conditions consists of a demon- 
stration of various types of infiltration which occur 
in the parenchyma of the lungs, and a discussion of 
the osseous lesions of the reticuloses. Ten per cent of 
the patients with Hodgkin’s disease have recogniz- 
able osseous lesions. 

The section of the symposium concerned with the 
x-ray treatment of the reticuloses is particularly 
noteworthy. As many of these conditions are mani- 
fested by lymphadenopathy which is initially radio- 
sensitive, the objective of treatment is both the pro- 
longation of life, as well as the highest level of com- 
fort and efficiency. Specific recommendations for 
x-ray treatment are given in detail for each anatomi- 
cal site and stage of these diseases. The indications 
and contraindications of roentgen therapy and sur- 
gery are carefully noted and the fact that neither 
treatment is curative is stressed. The 5-year crude 
survival rate of the several reticuloses following 
roentgen, therapy is reported as: sarcomas, 30 per 
cent; Hodgkin’s disease, 26 per cent; and other 
reticuloses, 59 per cent. 

All of the recognized chemotherapeutic agents in- 
cluding urethane, stibamidine, antifolic acid agents, 
and the nitrogen mustards were briefly surveyed and 
the same limitations were found as were observed 
with x-ray treatment. Although intravenous nitrogen 
mustard therapy can achieve some benefit in the 
management of the reticuloses, it is to be regarded 
as an adjunct to x-ray therapy. Reports are made of 
the newer aromatic nitrogen mustard compounds 
which can be given orally. These are of particular 
interest in that they are the first active members of 
a new series of compounds which may yet give a 
satisfactory chemotherapeutic result. 

Epwarp F. Lewison, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


The Selection of Appropriate Lines for Elective 
Surgical Incisions. Corne.ius J. Kraissz. Plast. 
& Reconstr. Surg., 1951, 8: 1. 


In this detailed article a method is outlined for the 
proper selection of the most cosmetically satisfactory 
incisions. Each region of the body is considered, 
with numerous diagrams, drawings, photographs, 
and photomicrographs to illustrate clearly the simple 
principles set forth by the author. 

The most desirable lines for incisions run per- 
pendicular to the action of the underlying muscles. 
In most areas wrinkles are evident in these lines as 
an expression of the dynamic forces acting upon the 
skin. These lines are not to be confused with the 
classic Langer’s lines, which are an expression of the 
static forces acting on the skin of the cadaver, and 
which unfortunately have in the past often been 
used as a guide for the placement of elective inci- 
sions. 

The pattern of the proper lines can be demonstrat- 
ed by gentle compression of the relaxed skin, by 
contraction of the muscles in the region concerned, 
or, in some instances, by the existence of natural 
skin wrinkles. Insofar as possible, incisions across 
joints should be placed transversely. Scars situated 
perpendicularly across muscles and _ transversely 
across joints, in the wrinkle lines, produce the least 
dysfunction of body mechanics, because they be- 
come simply an exaggeration of the normal physio- 
logical perpendicular strands of connective tissue. 

BENJAMIN F. Lounssury, M.D. 


Postoperative Changes in the Cardiac Output. T. 
C. Fremine, D. V. Hasir, and J. L. NIcKERSON. 
Am. Heart J., 1951, 42: 334. 


A group of 15 patients who had been subjected to 
typical surgical procedures were studied for evi- 
dence of postoperative change in their cardiac out- 
put. All of the patients were put on the same regime 
of early ambulation and all were free of any dis- 
tracting postoperative complications. Consequently, 
the observations made can be presumed to reflect the 
effect of anesthesia, operation, and postoperative 
therapy. 

There were appreciable rises in all of the functions 
studied—blood pressure, heart rate, stroke volume, 
and cardiac index (liters per minute per square 
meter). All changes were roughly proportionate to 
the severity of the procedure, being least marked in 
the first group (thyroidectomy and inguinal hernior- 
rhaphies) and more marked in the second and third 
groups (subtotal gastrectomies and cholecystecto- 
mies, respectively). 

The cardiac index showed the greatest rise above 
normal of all the functions observed, and as much as 


a 100 per cent increase over the basal levels in the 
third group of patients. In all of the groups the 
peak of the rise in the cardiac index was experienced 
on the first day. The values returned to the pre- 
operative levels between the fourth and seventh days. 
In some instances there seemed to be an association 
between the administration of parenteral fluids and 
the rising cardiac index, but in other cases this trend 
was not borne out. 

The authors believe that the postoperative rise in 
the cardiac index was not due solely to the adminis- 
tration of intravenous fluids. 

BENJAMIN F. Lounssury, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Outstanding Problems in the Treatment of Burns. 
LEONARD CoLEBROOK. Lancet, Lond., 1951, 261: 273. 


Every year more than 10,000 children with burns 
and scalds are admitted te hospitals in England and 
Wales, and about three times as many are treated as 
outpatients. Of the 10,000 with severe burns, about 
300 die of their injuries, and many who recover are 
left with grievously crippling or disfiguring scars 
which will require repeated plastic operations to 
make them bearable. 

Something like 1,000,000 hospital bed-days a year 
are taken up by burn patients of all ages. The cost 
of hospital care of patients with burns who are treat- 
ed as inpatients cannot be less than $5,000,000 
a year. 

Ten years ago it was uncommon for anyone to re- 
cover if more than a third of his body surface was 
burned. Today there is a 50 per cent chance of re- 
covery for people if even half or more of their body 
surface is burned, provided that they are treated by 
someone acquainted with modern advances. Al- 
though there still are from 600 to 700 deaths from 
burns in a year, the death rate is much lower than it 
was 20 years ago. 

One of the chief reasons for the striking fall in the 
death rate is that the importance of the fluid loss 
from the blood stream into the tissues around the 
burned area and from the burned surface has come to 
be understood. Three-quarters or more of the pa- 
tient’s original plasma volume may be lost in this 
way ina few hours, with the result that the blood be- 
comes much too thick. The proportion of red cor- 
puscles to fluid may rise to 50 or 60 per cent above 
the normal value, and the blood can then no longer 
carry out its functions.» Under these conditions the 
kidney is quickly deranged. 

Moreover, this loss may continue for weeks or 
even months, although not on the same scale as in 
the first few hours. It is necessary to think of loss 
not only of water but also of proteins and salts and, 
in the later stages, of leucocytes. 
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The author has come to regard it as a rule that an 
adult with more than 15 per cent of his body surface 
burned will need intravenous therapy as well as fluid 
by mouth; 15 per cent of the body surface is roughly 
equivalent to the whole of one upper extremity plus 
the whole of the head. A child will usually need 
intravenous fluids if its burn involves more than 10 
per cent of the body surface, that is, a little more 
than the area of one upper extremity. 

How much fluid is required in a given case and 
how quickly it should be given are always difficult 
decisions, but, fortunately, there seems to be a fairly 
wide margin of safety. A good guide is the patient’s 
clinical condition assessed from the color, restless- 
ness, pulse rate, respiratory rate, and blood pressure; 
another is the hematocrit (or hemoglobin) deter- 
minations made on admission and at fairly short in- 
tervals thereafter; and a third, the hour-to-hour vari- 
ations in the output of urine from the kidneys (de- 
termined by means of the indwelling catheter). The 
measurement of renal flow, first practiced in burned 
patients by French and American surgeons, has 
proved valuable. If the flow falls below 50 ml. per 
hour in an adult—or half that amount in a child— 
we know that a dangerous failure of kidney function 
is imminent and we speed up the infusion accord- 
ingly. 

In an “atomic war,” with mass casualties, it would 
be impossible to devote so much care to individual 
patients and we should have to regulate the infusions 
by some formula. The best rule would probably be 
to give from 1,000 to 1,500 ml. of fluid by vein for 
each ro per cent of body surface burned, and about 
the same quantity by mouth. Wallace’s “rules of 
nine” (1951) give a rough estimation of the fluid 
needs and urinary output. 

The steering of a severely burned patient through 
the shock phase is a very difficult operation. To in- 
fuse a large volume of fluid into a patient in a few 
hours is a heroic measure that can do harm as well as 
good. This is not a task to be turned over to a junior 
house surgeon. 

In the past, septic infection has been responsible 
for many deaths from burns and scalds, and for an 
incalculable amount of suffering and loss of morale, 
because of the miseries of slow healing, entailing the 
long occupancy of much needed hospital beds, and, 
all too often, a life-long legacy of disfigurement or 
crippling contractures. In nearly every hospital, pa- 
tients are being grafted too late because of infection. 

Happily, the effects of infection have been much 
less severe since the introduction of antibiotics. 

We should have known 50 years ago that infection 
in burns is not inevitable. Lister had taught sur- 
geons that if they wanted to do clean surgery with- 
out infection they must prevent the entrance of 
microbes into the wounds, and they went to enor- 
mous trouble to evolve the theater ritual that we 
know today. However, it was not realized that if the 
principles Lister taught were also applied to burns it 
would probably be possible to control their infection 
to a large extent in the same way. Instead, it has 
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been the custom in all hospitals to dress burns, the 
most easily infected of all wounds, in the wards— 
dusty places where no surgeon would dream of doing 
a clean operation. 

Until the last few years no serious attempt has 
been made anywhere to protect burns against air- 
borne infection, yet, because of their size and their 
need for frequent dressings, burns probably run a 
greater risk of infection by airborne organisms than 
by contact. 

It has been shown that with a simple and not 
very expensive ventilation system, it is possible to 
maintain an almost microbe-free atmosphere in a 
room where dressings are being done or operations 
performed (Bourdillon and Colebrook, 1946). At the 
Birmingham Accident Hospital, all burns have been 
dressed in such a ventilated room for the past 6 
years, and complete bacteriological records have es- 
tablished beyond doubt that nearly all cross-infec- 
tions at the time of dressing can be eliminated in this 
way, although some cross-infection in wards has oc- 
curred in other circumstances. 

However it is done, the aim should be to eliminate 
infection just as is done in “clean” surgery. The 
Birmingham experience, although it has not yet 
achieved that aim, has clearly shown the remarkable 
benefit accruing from such a policy (Colebrook e¢ al., 
1948). In 6 years the over-all death rate fell from 
10 to 4.5 per cent, and it can certainly be brought 
lower still. The case mortality in a consecutive series 
of 650 scalds was only 0.7 per cent. There is an 
astonishing absence of pain when the burns have re- 
mained uninfected. Many children have gone 
through all their dressings without a murmur—a 
very happy result. The average stay in the hospital 
fell from 50 to 30 days. This has been due largely to 
the increased use of early skin grafting of the deep 
burns—in many cases on the day of the accident. 
However, the success of that policy has been closely 
bound up with the control of infection. 

Joun E. Kirkpatrick, M.D. 


Experiences with the Exposure Method of Burn 
Therapy. T. G. BLockeEr, JR., VIRGINIA BLOCKER, 
S. R. Lewis, and C. S. Snyper. Plastic & Reconstr. 
Surg., 1951, 8: 87. 

The open-air technique is not an ideal method of 
local treatment of burns. It does not in any way 
solve the problem of large deep circular burns of the 
trunk and lower extremities, and it is contraindi- 
cated in patients with old chronic burns since raw 
granulating surfaces cannot be exposed to the air 
without a protective covering. Although it has re- 
duced morbidity in extensive burns, the authors’ 
mortality rate has remained unchanged. In two 
patients with deep circular burns of the extremities 
where amputations have been required they have 
felt that the eschar may have exerted some con- 
stricting effect on the underlying tissues to promote 
distal ischemia, and have planned in the future to 
make longitudinal incisions as early as possible 
through the burned area to avoid this complication 
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if possible. Their present conclusions on exposure 
therapy are much the same as they were 3 months 
ago. They have found it a most satisfactory tech- 
nique for treating acute burns, both mild and severe, 
which can be adequately exposed and protected. 
In these cases the results thus far have been su- 
perior to those which were obtained with occlusive 
dressings, so far as ease of management, control of 
sepsis, lower total blood requirements, earlier am- 
bulation, better general nutrition, and more rapid 
healing time are concerned. They believe that it 
would be a feasible method of handling large num- 
bers of burn casualties not complicated by extensive 
wounds of other types in a definitive center with a 
minimum of trained personnel and equipment. For 
obvious reasons, it is not suitable for transportation 
purposes but use of emergency dressings or wrapping 
of patients in sheets and blankets for several days 
would not preclude its use since it is not in this 
early period that infection is an important compli- 
cation. 

The way is now paved, with the revival of the 
exposure technique, for renewed research into the 
study of the function of skin itself: the largest of 
the body organs—the most accessible one—and 
paradoxically, the one which we know the least 
about. BENJAMIN GoLpMAN, M.D. 


Statistical Research on the Bites of Serpents in 
Denmark and Sweden During the Period from 
1900 to 1947 (Recherches statistiques sur les acci- 
dents par morsures de serpents au Danemark et en 
Suéde de 1900 a 1947). H. Marquart. Presse méd., 
59: IIIO. 


The French, German, and Swiss medical literature 
is replete with reports of serpent bites in Europe. 
However, the majority of these reports are not up to 
date. For this reason the author thought he would 
make a report of his extensive research on the sta- 
tistics of serpent bites in Denmark and Sweden. 

The only serpent concerned is the vipera berus. 
In Denmark the sources were the reports of the 
official publication of the Service of Public Health, 
376 replies to a questionnaire addressed to 500 indi- 
vidual physicians in private and public practice, and 
131 observations gathered from the Danish hospi- 
tals in the period from 1900 to 1948. The material 
from Sweden comprised 5,411 bites of the vipera 
berus from rg1z to 1944 as reported by the Public 
Health Service. To this material was added 1,972 
observations reported by individual physicians as a 
result of a questionnaire covering the period from 
1900 to 1947. 

In Denmark the death rate from these bites fell 
from 2.4 per 1,000 in the period from 1900 to 1924, 
during which antivenom serum was not being used, 
to 1.2 per 1,000 after the initiation of systematic 
treatment with the antivenin. The antivenin used 
in this material was procured from the Pasteur 
Institute, Paris, in about 90 per cent of the cases, 
and the rest was procured from the Behringwerke. 
This applies for both Denmark and Sweden. 
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In Sweden specific treatment seems to have 
lowered the mortality from bites of the vipera berus 
from 7 per 1,000 to 2.5 per 1,000. A remarkable 
observation with regard to the Swedish material is 
the fact that there have been no deaths in Sweden 
from the bite of the vipera berus north of the latitude 
of Uméa (64 degrees). All deaths in this country 
have been registered from Denmark (Jutland) and 
the center and south of Sweden. The mortality has 
been greater among young people. In Denmark the 
fatal instances have been exclusively those of chil- 
dren from 1 to 12 years of age. In Sweden all deaths 
have, with 2 exceptions, occurred in young children. 

Joun W. Brennan, M.D. 


Tetanus—Clinical and Statistical Study of 141 
Cases (Tetanos. Estudio clinico y estadistico de 141 
casos). Livro Casorzo G. y Luis FicuEeroa G. 
Arch. Soc. cirujan. Chile, 1951, 3: 73. 


The authors report their personal experience with 
tetanus. They conclude that the toxin reaches the 
central nervous system via the motor nerve and 
indirectly, but faster, via the blood stream, the 
latter being responsible for trismus as the initial 
symptom. Examination of the secretions of the 
wound is not a reliable method of bacteriologic 
diagnosis, which should be made clinically. Trismus 
is the initial symptom in 61 per cent of the cases. 
Prognostically, the period of time that elapses be- 
tween trismus and generalized convulsions is impor- 
tant in that the greater the period, the better the 
prognosis. Tetanus of the newborn, and of puerperal 
and surgical patients is extraordinarily grave as is 
tetanus at both extremes of age. Alterations of 
the respiration with cyanosis and dyspnea portend a 
grave outcome. Tetanus antitoxin is efficacious pro- 
phylactically. There is no certainty concerning its 
ability to effect a cure once the disease is established. 
Penicillin is recommended for the elimination of 
secondary invaders but has no effect on the bacillus 
per se. Curare, myanesin, and tubocurarine are effica- 
cious adjuncts because they reduce the intensity and 
frequency of generalized convulsions and permit feed- 
ing of the patient. A case caused by contaminated 
catgut is reported. MicvueEt Drosinsky, M.D. 


Studies on the Resistance of Staphylococci to Peni- 
cillin: The Production of Penicillinase and Its 
Inhibition by the Action of Aureomycin. 
CAROLINE A. CHANDLER, VIRGINIA Z. DAvIDSON, 
PERRIN H. Lone, and Jacques J. MonnrER. Bull. 
Johns Hopkins Hosp., 1951, 89: 81. 

The problem of bacterial resistance to the anti- 
bacterial action of antibiotics is well known. It is 
also becoming apparent that the percentage of mi- 
cro-organisms resistant on primary isolation to cer- 
tain antibiotics is definitely increasing. Of particular 
interest is the changing resistance of staphylococci 
to penicillin. Resistant strains of staphylococci 
isolated from patients produce penicillinase. 

In the present study, 50 per cent of the strains of 
staphylococci isolated from infectious processes were 
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found to be resistant to peniciJlin, and with only 1 
exception, all of the resistant strains isolated from 
pathogenic as well as nonpathogenic sources pro- 
duced penicillinase in varying degrees. However, 
the authors found that the ability of a resistant 
strain to produce penicillinase can definitely be in- 
hibited or lost by exposure to aureomycin, and this 
loss is apparently an irreversible one. 

The clinical implications of these observations are 
that, if during the course of an infection being treat- 
ed with penicillin the infecting organism is found to 
be a penicillinase producer, the substitution of 
another antibiotic to which the organism is sensitive 
is indicated. The use of such an antibiotic apparently 
inhibits the ability of the resistant strain to produce 
penicillinase and may at a later date allow the peni- 
cillin to be resumed with its anticipated therapeutic 
effect. Epwarp W. Gisss, M.D. 


ANESTHESIA 


Essays on General Anesthesia ‘“‘Without Anes- 
thetics.”’ Anesthesia by “‘Potentialization’’ and 
Artificial Hibernation (Essais d’anesthésie géné- 
rale “sans anesthésiques’”. Anesthésie par: “poten- 
tialisation” et hibernation artificielle). J. SENEQUE, 
Marce- Roux, and P. HuGuENARD. Mem. Acad. chir., 
Paris, 1951, 77: 613. 

The work here reported stems directly from that 
of H. Laborit (L’anesthésie facilitée par les synergies 
médicamenteuses. Paris: Masson, 1951). The drugs 
used at present are the derivatives of dibenzo-para- 
thiazine (diparcol and phénergan; atropine, curariz- 
ing substances; procaine (novocain) given intrave- 
nously; synthetic analgesics of the type of the bar- 
biturates (dolosal). 

Diparcol possesses an antisynaptic action at the 
level of the sympathetic ganglia and, especially, of 
the parasympathetics. It possesses, in addition, a 
bronchodilative effect which assumes significance 
when diparcol is used concurrently with curare or the 
barbiturates. It has, finally, a spasmolytic and a 
myoresolutive effect which co-operates with that of 
curare. 

Phenergan is an antihistaminic. It opposes the 
permeability of the capillaries induced by histamine 
and is therefore an antishock agent. It is, in addi- 
tion, hypnogenic, analgesic, and antithermic, and 
lowers the basal metabolism. 

Atropin is valuable for its antiacetylcholinic effect. 
The curarizing agents secure muscle relaxation at 
the level of the neuromuscular synapsis. The 
authors most commonly used the curarizing agent 
“flaxédil.” 

Procaine (novocain), when used intravenously, 
acts as a central analgesic, but in addition possesses 
acetylcholinolytic, histaminolytic, and sympatho- 
lytic properties, and is to a certain degree a curariz- 
ing agent. It is probable also that novocain, when 
used, possesses local anesthetic properties and an 
additional blocking effect on the nociceptive stimuli 
arising in the region of operation. It seems probable 
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that the intravenous administration of novocain 
exercises an influence (Graubard) on the tissues in- 
volved in the operation itself. The analgesic action 
of procaine so employed is reinforced by the syn- 
thetic analgesics, such as dolosal. The whole repre- 
sents a neutralizing influence on the sympathetic 
system. 

This sympathetic blockage may also be reinforced 
by the method of artificial hibernation, placing ice 
bags over the upper thigh, the precordial regions, 
and over the abdomen, injecting glaciating solutions 
intravenously, and, finally, administering chilled 
gases by means of the semiclosed ventilating system. 

The authors believe that they have demonstrated 
an antishock effect by this method. However, it is 
still in the trial stage and should not be attempted 
by those not skilled in its use. 

So far the method has been used in 140 operations 
at the Vaugirard Clinic. Occasionally, a small com- 
plement of general anesthetic has been required. 
The designation “lytic cocktail” has been proposed 
for the method by Juguenard. 

The use of these lytic substances and of artificial 
hibernation should be prolonged during the period 
of postoperative disturbance, that is, during the 
first 48 hours, and the rewarming should be accom- 
plished slowly and progressively. 

In the subsequent discussion, MOULONGUET and 
Movre both express some distrust toward using an 
irreversible method of producing anesthesia in these 
patients with infinite variable susceptibilities. Roux, 
however, defends the method, pointing out that the 
drugs used arealways employed in infratoxicamounts, 
which results in a much smaller dosage of each. 

Joun W. BRENNAN, M.D. 


Some Factors Influencing the Effects of Anoxic 
Anoxia. Jesse L. Bottman, ANTHONY N. Fazio, 
and ALBERT FAULCONER, JR. Anesthesiology, 1951, 
12: 420. 


A summary of reports of patients who have had 
persistent symptoms following an anoxic experience 
indicates that all of the pertinent signs and symp- 
toms, as well as the lesions observed on postmortem 
examination, are directly referable to the central 
nervous system. The usual picture in the fatal case 
in which the patient does not expire immediately, is 
one of a-history of an anoxic episode: continuous 
coma, convulsions and decerebrate rigidity, hyper- 
thermia, and ultimate death. Of those patients who 
recover following an anoxic experience, most show 
no subsequent symptoms. A few, however, may 
exhibit delirium with personality regression, altera- 
tion in the visual fields, aphasia, eighth nerve im- 
balance, amnesia, paralysis, and occasionally hemi- 
plegia. Most of these residuals clear up and many 
patients show no obvious alterations from their 
anoxic accident, but there are some whose changes 
are apparently irreversible. The treatment of post- 
anoxic sequelae has not been very satisfactory. 

Although all patients who have suffered from 
anoxic experiences have at the same time suffered 
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from other or associated conditions such as various 
diseases, surgical operations, anesthesia, drugs, poi- 
soning, asphyxia, circulatory arrest, or depression, 
the common factor of anoxia makes it appear certain 
that anoxia is the major factor in the production of 
the disturbance of the central nervous system. 
Animal experiments with anoxia, however, indicate 
that serious symptoms seldom persist after periods 
of anoxia of either short or long duration and that 
those animals not dying from acute oxygen depriva- 
tion recover rapidly when adequate respiratory oxy- 
genation is resumed. 

For this reason a study was made of several fac- 
tors which are known to exert some influence on the 
ability of rats to withstand the acute effects of 
anoxia. It was considered that these factors might 
be varied experimentally so that postanoxic symp- 
toms and cerebral changes could be produced with 
sufficient regularity to provide means of further 
study of this condition. A factor which would per- 
mit survival after a lower concentration of oxygen 
might permit cerebral changes to become apparent, 
or a factor which would make animals more suscep- 
tible to oxygen deprivation might produce cerebral 
changes during exposure to sublethal concentrations 
of oxygen. Various conditions were investigated in 
relation to their ability to alter the resistance of the 
white rat to the effects of exposure to atmospheres 
containing low concentrations of oxygen. Compari- 
sons were made between simultaneously exposed 
standard and experimental animals. The .experi- 
mental conditions studied were hyperglycemia, hypo- 
glycemia, hyperthyroidism, hypothyroidism, hemor- 
rhagic anemia, and resistance of the newborn. 

The ability of rats to withstand the acute effects of 
exposure to an atmosphere containing 4.5 to 6.0 per 
cent oxygen is definitely diminished by acute 
anemia, hypoglycemia, or hyperthyroidism. Hypo- 
thyroid rats and infant rats are more resistant than 
normal adult rats to the acute effects of anoxic 
anoxia. Glucose did not appear to alter the suscept- 
ibility of rats to the effects of anoxia. 

Rats which survived exposure to atmospheres 
containing 4.5 to 6.0 per cent oxygen for a period of 
2 hours appeared to show no residual effects and 
were normal in appearance and behavior after a few 
days. These animals, however, did lose their desire 
for food and required about twice as long to regain 
their pre-experimental body weight as did rats ex- 
posed in a similar fashion to 20 per cent oxygen. 
Measures which altered the susceptibility of rats to 
the acute effects of anoxic anoxia did not produce 
residual effects in the animals that survived a 2-hour 
exposure. 
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The Application and Use of Nylon Backing with 
Split-Skin Grafts. Sanrorp GLANz and HAROLD 
M. Truster. Plastic & Reconstr. Surg., 1951, 8: 94. 


In recent years a number of methods have been 
recommended for the application of skin grafts under 
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adverse conditions. The proper application of skin 
grafts so as to prevent rolling and curling of edges is 
sometimes difficult when using either sheet or stamp 
grafts. 

The technique set forth in this paper is a method 
of applying nylon-backed skin grafts either in sheet 
or stamp form. Many of the various methods of 
taking skin grafts in current use are routinely suc- 
cessful. The technique is of particular value in cer- 
tain cases, the indications for which are: 

1. To cover large granulating wounds with stamp 
grafts where donor areas are limited. 

2. To graft large granulating wounds where 
suturing is desirable but difficult to perform about 
the periphery of the graft. With nylon backing, the 
extended edges of the cloth can be sutured to the 
surrounding recipient skin or directly to the granu- 
lating surface base. In these cases it is advisable to 
leave the excess nylon so that key sutures may be 
placed to attain immobilization of the graft. 

3. To apply large sheet homografts to a recipient 
in the case of very extensive burns. 

4. To cover areas with sheet grafts that are laid 
on without suturing, and then immobilized with 
pressure dressings. 

With the new aluminum alloy Padgett derma- 
tome, nearly all the cement remains on the drum, 
overcoming the troublesome difficulty of the graft 
sticking to itself. This permits easy manipulation of 
a sheet of skin and application of a backing material. 
Once the skin has been removed from the derma- 
tome drum, it is stretched to its complete size and 
appropriate tension by means of hemostats. This 
has been easily and readily accomplished by using a 
sterile 12 by 16 (photographer’s ferrotype) plate witha 
highly polished chromium finish. The skin is placed 
on the plate with the cut surface down. A sheet of 
autoclaved nylon, which has been previously cut to 
approximately 6 by 10 inches in size, is ready to be 
applied as backing. The skin and nylon contacting 
surfaces are coated with rubber cement and allowed 
to dry to a tacky consistency. The surgeon and 
assistant then apply the prepared nylon, also held on 
the stretch by hemostats, to the cement-coated 
graft spread on the ferrotype plate. A rubber roller 
is firmly passed over both the adherent materials to 
facilitate contacts of the entire surface area. The 
nylon-backed skin graft can now be lifted from the 
ferrotype plate with ease and used as a full sheet or 
cut into appropriate strips of postage-stamp grafts. 

The first dressing is undertaken 5 to 7 days post- 
operatively, at which time any freely separated ny- 
lon is removed. The remaining nylon is usually 
separated at the time of the second or third dressing. 
Sutures, if present, may be removed at the first or 
second dressing, depending upon the condition of the 
wound. BENJAMIN GOLDMAN, M.D. 


Dermal Bleeding and the Delay Operation. S. 
Curmo. Plast. & Reconstr. Surg., 1951, 8: 59. 


Heretofore, efforts to appraise the state of the 
blood circulation within pedunculated flaps have, 
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in the main, proved to be unsatisfactory. However, 
careful observation concerning the state of dermal 
bleeding, whether the flow is diminished or the color 
altered from the normal red to blue, provides an 
early, simple, and reliable method which circumvents 
this handicap and expedites surgery of delayed opera- 
tions and eventual transfer. 

In the past, clinically detectable alterations in 
dermal bleeding have been largely underestimated as 
to their value, whereas changes in the color of skin 
surfaces have attracted the attention of most 
writers. Nevertheless, clinical cyanosis, as inter- 
preted grossly, is unreliable and misleading. Cyano- 
sis appears when approximately 5 gm. of reduced 
hemoglobin accumulates in the blood, but its per- 
ception by the naked eye is modified by such factors 
as: (1) the thickness, color, and opacity of the skin 
or nfembrane overlying the capillaries; (2) the num- 
ber and length of the bloodfilled capillaries in a given 
surface area, as well as the state of the dilatation and 
constriction of the arterial capillaries and venules; 
(3) variations in the plasma color caused by dyes or 
drugs; and (4) variations in the type, color, and 
amount of hemoglobin. 

On the other hand, the different types of dermal 
bleeding are so grossly perceptible that the author 
regards any percentage of error as infinitesimal. 
Differentiation is aided, when necessary, by com- 
paring the prevailing color of the dermal blood with 
normal red bleeding from the incisional border oppo- 
site the pedicle. The need and virtue of this method 
was further emphasized in an instance in which 
negroid skin, in the process of being transplanted, 
would have negated any attempt to evaluate its 


INTERNATIONAL ABSTRACTS OF SURGERY 


circulatory status by determining the presence of 
cyanosis of the skin. Visualization of the dermal 
bleeding resolved the difficulty with dispatch. 

The effectiveness of the arterial flow through a 
pedunculated flap is, of course, manifested by red 
bleeding points along the cut dermal edge of the 
skin, In their absence, the element of vasospasm, to 
which denervated tissue is highly vulnerable, must 
be eliminated before the arterial supply is condemned 
and the operation terminated. 

The venous return from pedunculated skin is 
responsible for the numerous disappointments ex- 
perienced by all surgeons. The early detection of 
inadequacy of the venous return is the particular aim 
in plastic surgery and any alteration from definite 
red dermal bleeding must immediately be regarded 
with extreme suspicion. 

Blue blood is deoxygenated blood. With the slow- 
ing up of capillary blood within the tissues there is 
more opportunity for the oxygenated hemoglobin to 
be reduced. The slowing-up process is predicated on 
the fact that there are insufficient veins to carry the 
venous blood out through the base of the pedicle. 
The stasis, when persistent, and certainly when pro- 
gressive, is followed by intravascular thrombosis 
which produces anoxia of the tissue and then final 
necrosis. 

Thus, a pedunculated flap, completely elevated 
and manifesting red dermal bleeding from all of its 
borders, is qualified for transplantation. Blue 
dermal bleeding provides the best indication of 
venous insufficiency and signifies the need for cur- 
tailing further cutting and for returning the pedicle 
to its former bed. Dav H. Lynn, M.D. 
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ROENTGENOLOGY 


Value of Soft Tissue Technique in the Diagnosis 
and Treatment of Head and Neck Tumors. 
GILBERT H. FLETCHER and Karot E. MATZINGER. 
Radiology, 1951, §7: 305. 

The author presents a series of cases of tumors 
of the head and neck in which the roentgenologic 
examination added information not obtainable by 
the usual clinical methods. The roentgen findings 
determined the site of the tumor, its degree and 
modes of extension, or its clinical variety. This in- 
formation is of value in (1) deciding upon the treat- 
ment of choice (surgery or irradiation), (2) deter- 
mining the prognosis in either instance, (3) helping 
to plan the x-ray therapy or the surgical procedures, 
and (4) evaluating the results of treatment. The 
material was divided on the basis of the anatomic 
location, i.e., nasopharynx, oropharynx, larynx and 
hypopharynx, cervical esophagus, and thyroid. Soft 
tissue films in the lateral projection at the desired 
level are used to demonstrate the tumor pathology 
and the amount of extension that has occurred. 
Special views are required for different sites. Tomo- 
grams of the larynx and pharynx are of special value. 

FRANK L. Hussey, M.D. 


Interpretation of the Ventricular Images on the 
Encephalogram (Zur Auswertung von Ventrikel- 
bildern am Encephalogramm). K. H. ScHIFFER. 
Fortschr. Roenigenstrahl., 1951, 75: 50. 


Two young boys, 5 and 7 years of age, respective- 
ly, were referred from the psychiatric-neurologic 
clinic for roentgenologic examination of the brain 
cavities. On the encephalogram both exhibited a 
peculiar spindle-shaped dilatation of the third ven- 
tricle, without apparent abnormality in the other 
cavities. The lateral ventricles were not enlarged 
and not evidently deformed. In one of these boys a 
lateral view disclosed also an abnormally wide 
cisterna basalis; the other showed an abnormally 
thickened corpus callosum. 

The 5-year-old boy also exhibited a ptosis of the 
right eye and paresis of the superior and inferior 
recti muscles on the right side. Both eyes showed 
fundus flavus (Moebius?) and both exhibited rota- 
tory nystagmus, all of which had been present since 
birth. There was bilateral cryptorchism and enuresis 
nocturna, the patient was irritable, and speech was 
poorly articulated. The mother of this proband was 
debilitated and had congenital luxation of the hip. 
A brother was an epileptic. 

The 7-year-old boy exhibited bilateral microph- 
thalmus, coloboma of the right iris, bilateral cloudi- 
ness of the cornea and lens, amaurosis on the left 
side, and had 1/20 vision in the right eye. All these 
features had been present since birth. Descent of 
the testicles was bilaterally incomplete. The boy 


was secretive but not otherwise intellectually defi- 
cient. The sister of the mother was a dwarf. Four 
brothers and sisters died in infancy, one of them of 
teething. 

Thus, these probands themselves and their family 
trees exhibited cerebral disturbances, malformations, 
and psychic deviations, without any anamnestical or 
clinical indication of a postnatal, exogenic damaging 
factor. 

The author considers these cerebral malformations 
to be in the nature of a cerebral dysraphia, and the 
isolated malformation of the third ventricle in these 
2 patients may be considered a pseudohydrocephalus 
in the guise of a deformity. In the individual instance 
there is need to consider the malformation as the 
cause of endocrine sympathetic disturbances, which 
are here largely controlled, and the consequent 
repercussions on the constitutional make-up of the 
individual as a whole. Joun W. BRENNAN, M.D. 


Cerebellopontine Angle Tumors: Their Roentgeno- 
logic Manifestations. Pxitip J. Hopes, EucENE 
P. PENDERGRASS, and JOHN M. Dennis. Radiology, 
1951, 57: 395- 

The authors review 183 cases of cerebellopontine 
angle tumors operated on at the Hospitals of the 
University of Pennsylvania, including 122 patients 
with acoustic nerve tumors previously reported by 
Hodes, Pendergrass, and Young. Of the 183 tumors, 
134 were eighth nerve tumors, 19 meningiomas, 16 
gliomas, 7 cholesteatomas of the cerebellopontine 
angle, and 3 hemangioblastomas, and there were 
single cases of metastatic carcinoma, encapsulated 
hemorrhage, chondrosarcoma, and chondromyxoma. 

Of the eighth nerve tumors, 93 per cent proved 
to be acoustic neurinomas; the rest were acoustic 
neurofibromas of the von Recklinghausen type. In 
neurinomas the nerve fibers are demonstrated only 
in the capsule of the tumor, while in the neuro- 
fibromas of von Recklinghausen the nerve fibers 
penetrate the tumor. Whereas the former are usu- 
ally single lesions, von Recklinghausen’s tumors 
often prove to be bilateral and familial. Sympto- 
matology of eighth nerve tumors can be divided 
into three stages: in the first, the signs and symp- 
toms are limited to the fifth, seventh, and eighth 
nerves; in the second stage, cerebellar ataxia ensues; 
and in the third stage, clinical manifestations of 
increased intracranial pressure become evident. 
Localizing roentgen evidence of acoustic nerve tu- 
mors was demonstrated in 85 per cent of the cases 
here reported. The typical roentgen appearance of 
the petrosal apices is shown both diagrammatically 
and photographically, and 2 case histories are re- 
ported in detail. 

The clinical findings in patients with angle men- 
ingiomas paralleled those described for eighth nerve 
tumors; however, the average duration of symptoms 
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was 3 years, about twice the duration observed in 
patients with acoustic nerve tumors or gliomas. 
Five of 15 patients with meningioma who were 
roentgenographed showed increased bone density 
in the bone bounding the cerebellopontine angle; 
this was not seen in association with any other type 
of angle tumor. 

The average age of the patients with gliomas was 
18 years as compared to 4o years for all other forms 
of angle tumors. In only one patient with a glioma 
were roentgenographic abnormalities demonstrable 
in the petrosal apex. 

The duration of the patients’ illness in the choles- 
teatoma group was on the average 5.5 years, almost 
twice that observed in the other groups of angle 
tumors. One half of these patients showed erosion 
of the internal auditory canal, and, in addition, 
unusual degrees of associated ipsilateral sphenoidal 
bone deossification were occasionally observed. The 
case histories of 2 patients with cholesteatoma and 
2 with meningioma are reported in detail. 

ANTOLIN RaveEntos, M.D. 


Roentgen Diagnosis of Intrathoracic Lymph Node 
Metastases in Carcinoma of theLung. James J. 
McCort and Laurence L. Rossins. Radiology, 
1951, 57: 339. 

In the presence of an undiagnosed lung tumor, 
enlarged lymph nodes in the pathway of lymph 
drainage from the area in question strongly favor a 
malignant process rather than a benign one. The 
regional lymph nodes may be enlarged in the pres- 
ence of infection, but if infection and carcinoma are 
coexistent, it is not possible to tell whether the 
enlargement is due to the one or the other, except 
when metastatic carcinoma extends beyond the 
capsule of the lymph node and invades the medi- 
astinal structures, as in the case of laryngeal paraly- 
sis. 
The author reports on a study of 103 selected 
patients with proved primary carcinoma of the lung 
who at operation were found to have metastases to 
regional lymph nodes. In a patient with a tumor 
involving the main bronchus of the right lung, the 
lymph drainage might be expected to follow the 
pathways of all the lobes. Three patients fell into 
this category. In 2 there were metastases in the 
superior interlobar bronchial lymph nodes, and in 1 
they were in the inferior node. The nodes of the 
pulmonary root were involved in all 3 cases, the 
right paratracheal chain was involved (including 
the azygos node) in 2, the bifurcation in 1 case, and 
the posterior mediastinal nodes in 1. 

The primary tumor was localized to the right 
upper lobe in 22 cases. Here it was impossible to 
assign the tumors to precise regions as outlined 
previously because of the fact that the primary 
lesion was often far advanced and was found in and 
about the major bronchi. Sixteen of the 22 patients 
had metastases in the superior interlobar lymph 
nodes, 14 in the nodes of the lung root, 11 in the 
right paratracheal chain (including the node of the 


azygos vein), 2 in the bifurcation nodes, and 3 in 
the right prevascular group of nodes. 

Eleven tumors involved the intermediate bronch- 
us. Among these, there was metastatic involvement 
of the superior interlobar nodes in 2, of the inferior 
interlobar nodes in 10, the pulmonary root nodes in 
7, the bifurcation nodes in 6, the right prevascular 
nodes in 1, the azygos vein node in 1, and the 
posterior mediastinal node in 2. 

In only 2 patients was the tumor localized strictly 
to the right middle lobe bronchus. In both cases the 
inferior interlobar and the pulmonary root nodes 
were invaded. In 1 patient the superior interlobar 
node was involved, in 1 the bifurcation node, and 
in 1 the posterior mediastinal node. 

Nine tumors involved the right lower lobe bronch- 
us, including 4 in the superior segment and 1 in the 
anterior basal segment. In 8 of the 9 there was 
metastasis to the inferior interlobar nodes, in 5 to 
the pulmonary root nodes, in 3 to the superior inter- 
lobar nodes, and in 5 to the bifurcation nodes. The 
azygos vein node was involved in 1 case, and in 
another the left paratracheal group had also been 
invaded. 

In 6 patients the primary tumor was in the left 
main bronchus. In 5 of these the interlobar nodes 
were involved, in 2 the pulmonary root nodes, in 2 
the bifurcation nodes, and in 2 the left prevascular 
nodes. 

The primary tumor was localized in the major 
and minor branches of the left upper lobe bronchus 
in 32 cases. In 16 of these there was metastasis to 
the interlobar nodes; in 22 the nodes of the pulmon- 
ary root were involved, mainly the superior and 
anterior; in 12 the Jeft prevascular nodes (7 in the 
node of the ductus Botalli); in 2 the left paratracheal 
nodes; in 2 the bifurcation nodes; in 1 case the right 
prevascular nodes; and in 2 cases the right para- 
tracheal node. Among the patients with left pre- 
vascular and left paratracheal lymph node metasta- 
ses, phrenic nerve paralysis was found in 4 and re- 
current laryngeal paralysis in 6. The close relation- 
ship of the left recurrent laryngeal nerve and the 
mediastinal lymph nodes on the left side has been 
pointed out by Sukiennikow and by Rouviere. 

Among the 18 tumors which were localized in the 
left lower lobe bronchus, its subdivisions, or both, 
metastases were found in the interlobar nodes in 
12, in the pulmonary root nodes in 12, in the bi- 
furcation nodes in 3, in the left prevascular chain 
(including the node of the ductus Botalli) in 4, in 
the left paratracheal nodes in 2, in the right para- 
tracheal nodes in 1 case, and in the retrotracheal 
node in 1. 

Carcinoma of the lung spreads mainly by the 
lymphatic system, and the regional lymph nodes 
are most often involved by this spread. The occur- 
rence of the metastases to these nodes adversely 
affects the possibility of surgical cure. Roentgen 


demonstration of metastases in the regional lymph — 


nodes is often possible. The mechanisms which 
make this possible are as follows: (1) the enlarged 
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nodes project into the lung and are visualized by 
virtue of their contrast with aerated lung; (2) the 
nodes may cause an alteration in the normal con- 
tours of the mediastinal structures; (3) they may 
cause displacement of the mediastinal structures. 
From the information available at the time this 
study was made, it has not been possible to de- 
termine a relationship between the segment of the 
lung involved by the primary tumor and the group 
of lymph nodes invaded by the metastases. It has 
been concluded, however, that when a given lobe of 
the lung harbors the primary tumor, certain lymph- 
node groups are more frequently involved than 
others. Recognition of the presence and extent of 
the intrathoracic metastases is of value in planning 
treatment. FRANK L. Hussey, M.D. 


Roentgen Examination of Pleural Fluid. IncEemar 
Hesstn. Acta radiol., Stockh., 1951, Supp. 86. 


It is evident that the most varying theories have 
been launched to explain the infrapulmonal localiza- 
tion of pleural fluid. Such cases have usually been 
considered rare, but actually they are far from un- 
common. The author presents 9 cases of infrapul- 
monal pleural effusion without parenchymatous 
changes in the lungs and 3 cases with pulmonary 
stasis. Several positions for film exposure are used, 
especially lateral decubitus with the affected side 
downward and upright films in inspiration and ex- 
piration. If the unobstructed pleural space contains 
an effusion, the fluid will tend to obey the law of 
gravity. The localization of the fluid is determined 
by the lung, which is immersed in it, by the external 
walls of the pleural space, and by capillarity. The 
lung on the whole retains its shape and floats on the 
fluid, if there is plenty of it. If the patient is exam- 
ined only in frontal projection and the upright posi- 
tion, the image will give the impression that the fluid 
is situated between the lung and the diaphragmal 
arch. At the back, however, it may be that the fluid 
can be seen to extend upward as a cranially tapering 
layer around the dorsal parts of the lung. The 
reason for this is that the dorsal pleural sinus is deep- 
est and consequently that is where the fluid pressure 
is highest. Thus, that which in the literature is 
called a paradoxical or atypical infrapulmonal local- 
ization of the pleural fluid is simply its mode of dis- 
tribution in the free pleura. 

No evidence was secured in support of the theory 
that such parenchymal changes which are character- 
istic of pulmonary stasis or emphysema can influence 
the localization of the fluid. The mantle-shaped dis- 
tribution of the pleural fluid is caused by adhesions 
between the pleural membranes. In a group of 300 
persons without cardiac or pulmonary diseases the 
frequency of physiologic fluid was 4 per cent, and if 
the cases in which fluid was not diagnosed with cer- 
tainty were included the frequency was 10.3 per 
cent. The highest (thickest) layer of fluid exhibited 
by any individual in this series was 10 mm. (as 
measured perpendicularly to the fluid border against 
the lung). Such physiologic pleural fluid occurred 
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both unilaterally and bilaterally. In the majority of 
cases it could be demonstrated at repeated examina- 
tions of the individual concerned, of whose physio- 
logical status it seemed to be a part. 

Physiologic pleural fluid is capable of occurring 
transitorily as well. In a series of 92 women who 
were examined after childbirth, effusion in the pleu- 
rae could be visualized in 22.8 per cent and, includ- 
ing also those in whom the fluid diagnosis was doubt- 
ful, in 38 per cent. In no individual case, however, 
did the quantities of fluid which were present exceed 
those to be found in any person examined for physio- 
logic pleural fluid. No increase of pleural fluid was 
found after physical exercise. Nine persons were 
examined after physical exercise with the result that 
no fluid could be found in the pleura of any of these 
persons. 

A roentgen diagnosis of pleurisy cannot be based 
solely on the presence of fluid in the pleurae. A sig- 
nificant characteristic of pleurisy are signs of inflam- 
matory reactions in the pleural membranes, particu- 
larly in the form of rounding or filling of the sinus 
and of lamellary pleuritic changes along the thoracic 
wall. Frank L. Hussey, M.D. 


Pericardial Celomic Cysts. Presentation of 5 New 
Cases and 5 Similar Cases Illustrating Diffi- 
culty of Diagnosis. Joun C. Bates and FRANK Y. 
LEAVER. Radiology, 1951, 57: 330. 


Pericardial celomic cysts constitute a definite 
entity, probably originating on the basis of the 
failure of fusion of one of the primitive pericardial 
lacunae. The authors present 5 cases of this condi- 
tion and review the literature of proved cases, 
finding approximately 40 cases which were reported 
previously. 

The diagnosis of pericardial celomic cyst cannot 
be definitely established roentgenographically. It 
must, however, be taken into consideration in the 
presence of a mass located anteriorly in the chest, 
especially if it is in either costophrenic sulcus. 

Five cases of other lesions—dermoid cyst, lipoma, 
spindle cell endothelioma, probable papillary adeno- 
carcinoma of undetermined origin, and eventration 
of the left diaphragm—were also presented to demon- 
strate their similarity in history and roentgen- 
ographic findings to celomic cysts. 

Frank L. Hussey, M.D. 


Vertebral Angiography by Catheterization; A New 
Method Employed in 221 Cases. Stic RADNER. 
Acta radiol., Stockh., 1951, Supp. 87. 


The brain is supplied by two arterial systems, the 
carotid and the vertebral. The two systems are con- 
nected by the posterior communicating arteries and 
other arterial anastomoses. The injection of radio- 
paque substances into one single system, carotid or 
vertebral, in the living subject does not result in 
complete filling of the remaining system. The 
methods proposed for vertebral angiography are re- 
viewed and a new method of angiography is de- 
scribed. 
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A catheter is inserted into the radial artery and 
guided through the main artery of the arm into the 
vertebral artery. The final stage of the catheteriza- 
tion is controlled by fluoroscopy. Contrast medium 
is injected through the catheter. This method has 
been employed in 221 patients whose ages ranged 
from 2 to 76 years. The procedure of the catheteriza- 
tion is described as well as premedication. In about 
70 per cent of the cases, the catheter passes directly 
into the vertebral artery at the first attempt. If the 
catheter is not introduced directly into this artery 
its course is corrected by external manipulation or by 
altering the shape of the catheter. 

According to the technique used for the correction 
of the subclavian course of the catheter, the develop- 
ment of the present technique is divisible into three 
periods. In the first two periods (comprising 133 
catheterizations in 121 patients) the technique was 
elaborated; as it was at a preliminary stage, the re- 
sults obtained were not conclusive. In the third 
period the final technique was used, and vertebral 
catheterization was successful in 99 patients out of 
100. In the remaining case, the cause of failure was 
an anatomical anomaly of extreme rarity. The 
youngest patient successfully catheterized was 2 
years of age, and the oldest one was 76 years. Verte- 
bral catheterization is entirely painless. Except for 
evidence of transient wound infection in 7 early 
cases, no untoward effects were encountered follow- 
ing the catheterization. The pulsation of the radial 
artery distal to the ligature remained palpable in all 
cases, and no evidence of circulatory disturbance 
appeared. No specific problems arose in obtaining 
intracranial filling by the injection of the contrast 
medium through the catheter. Following the injec- 
tion of contrast medium (umbradil, 35 per cent), 
intracranial complication occurred in 4 patients. In 
2 of these, the additional symptoms produced were 
of a transient nature. In the remaining 2, death 
followed 11 and 14 days after the angiography. In 
both lethal cases (patients 59 and 66 years of age), 
autopsy showed softening in the region supplied by 
the vertebral system. ‘There was no evidence of 
recent thrombosis. The additional lesions encoun- 
tered after angiography are discussed. 

With use of the present method, 200 vertebral 
angiograms were obtained. The general quality of 
the angiograms may be indicated by the incidence of 
bilateral filling of the vertebral artery by unilateral 
injection. This occurred in 69 cases. According to 
certain criteria, the present material of vertebral 
angiographies is divisible into three groups: normal, 
uncertain, and pathological cases. The normal group 
comprises 89 cases. On the basis of the angiograms 
obtained in these cases, some features of the normal 
vertebral angiogram are described. It is.stated that 
numerous variations occur in the craniovascular 
relationships, rendering difficult the decision whether 
or not vascular displacement is present in the indi- 
vidual angiogram. The pathological group com- 
prises 94 cases. No difficulties were encountered 
in the interpretation of the structural changes in the 


angiogram. In the case of angiographic diagnosis by 
vascular displacement, the results were rather meag- 
er, although such a diagnosis actually was possible. 
Illustrative examples of the angiographic findings, 
with use of the present method, are given. Of the 
primary vascular diseases, arteriovenous and saccu- 
lar aneurysms, and arteriosclerosis may be disclosed. 
Internal hydrocephalus of pronounced degree pro- 
duces per se diffuse arterial stretching, demonstrable 
in the angiogram. Cerebellar astrocytomas and 
medulloblastomas show no localized angiographic 
changes; diffuse alterations are seen, similar to those 
encountered in internal hydrocephalus, and prob- 
ably caused partly by the secondary hydrocephalus 
present. In cerebellar hemangioblastomas, the 
mural nodule may be visualized. Acoustic neuri- 
nomas and subtentorial meningiomas may present a 
localized pathological vasculature and displacement 
of the vessels. Tumors in the pineal region show a 
fairly characteristic pathological vasculature. Occi- 
pitotemporal tumors within direct range of the verte- 
bral system produce angiographic changes which are 
similar to those demonstrated by carotid angiog- 
raphy. Supratentorial tumors beyond the direct 
range of the vertebral system may bring about a 
depression of the vessels in the region of the incisura 
tentorii. Frank L. Hussey, M.D. 


Nitrogen Mustard as an Adjunct to Radiation in 
the Management of Bronchogenic Cancer. 
BERNARD Roswit and GusTAVE Kaptan. Radiology, 


1951, 57: 384. 


Between 90 and gs per cent of all patients ad- — 


mitted to the hospital with carcinoma of the lung 
are inoperable. The majority of these patients die 
within the year if not given palliative treatment 
with x-rays. In the authors’ experience with 605 
inoperable cases of carcinoma of the lung treated 
by irradiation, there was definite relief from the 
intractable local symptoms, and in some instances 
it was possible to prolong the life of the patient by 
months and even years. In the patients who were 
not amenable to x-ray therapy, it was thought that 
nitrogen mustard might be an effective adjunct. 

In 1947 the x-ray therapy department began to 
treat lung carcinoma with nitrogen mustard as an 
adjunct to x-ray therapy. Forty of 150 patients 
with inoperable bronchogenic tumors were treated 
in this manner for the following reasons: 

. The tumors were radioresistant. 

. There was severe radiation reaction. 

. The skin portals were exhausted. 

. The systemic symptoms were intractable. 

. There was acute mediastinal compression. 

. The disease was far advanced with generalized 
metastasis. 

Nitrogen mustard was given intravenously in 
doses of o.1 mgm. per kilogram of body weight daily 
for 4 consecutive days. This constituted a single 
course and was repeated in 4 weeks. In no instance 
were more than two courses of nitrogen mustard 
therapy given. The immediate effect of nitrogen 


Ankh W Nd 


t 
t 
Cc 
T 
x 
ré 
n 
yi 


PHYSICOCHEMICAL METHODS IN SURGERY 


mustard appeared in gastrointestinal symptoms such 
as nausea and vomiting. Marked bone marrow 
depression before treatment is a definite contraindi- 
cation to mustard therapy. 

On the whole, the results in 30 of the 40 patients 
receiving mustard therapy were good with a re- 
mission period averaging about 314 weeks. In 10 
patients the results were poor. The subjective re- 
sponse, that is, relief from symptoms such as fever, 
night sweats, anorexia, local chest pain, cough, and 
dyspnea was good in 30 cases, the period of remission 
being from 1 to 17 weeks. An objective response, 
such as improvement from obstruction of the su- 
perior vena cava, gain in weight, resorption of fluid, 
disappearance of atelectasis, and regression of ob- 
structive pneumonitis, was noted in about 19 of the 
30 cases. Immediate roentgenographic evidence of 
improvement was encountered in only 4 cases, and 
in some cases there was actual evidence of progres- 
sion of the metastases in spite of definite clinical 
improvement. 

In 12 of the 30 patients, there was a rehabilitation 
of the patient with such improvement that the pa- 
tient could be discharged from the hospital. Of the 
7 patients who were radioresistant, 2 actually re- 
sponded to mustard therapy. 

The authors are of the opinion that despite its 
limitations, nitrogen mustard therapy provides the 
therapeutic radiologist with a useful adjunct in the 
management of inoperable bronchogenic tumors. 

Maovrice D. Sacus, M.D. 


MISCELLANEOUS 


Radiological Achievement from 1937 to 1950: Ad- 
vances in Clinical Radiotherapy. RatsTon 
PATERSON. Am.J. Roentg., 1951, 66: 521. 


The author presents a résumé of the advancements 
made in radiation therapy during the past 13 years. 
Accessible epitheliomas can be treated better with 
irradiation than by surgical excision. Mouth and 
cervical carcinomas and most cancers of the skin 
are amenable to radiation therapy. It is effectively 
utilized as a palliative measure in tumors of the 
pharynx, larynx, and brain. Secondary necrotic 
changes have been reduced to a minimum. Treat- 
ment of breast carcinoma has improved because of 
the surgicoradiological teamwork and skill. Radio- 
sensitive embryonal tumors can now be treated for a 
cure and not merely for palliation. 

Aiding in the improvement of radiation therapy is 
the improved accuracy in application of the radia- 
tion element. With this improvement has come the 
utilization of the services of a physicist. 

Since the fields of diagnosis and therapy have be- 
come so specialized, they have become separated. 
The therapist now concerns himself not only with 
x-ray or radium therapy but also with the use of 
radioactive isotopes. Hospitals for the treatment of 
malignancies are becoming more centralized and 
specialized. This has resulted also in an increased 5- 
year cure rate. For example, in carcinoma of the 
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cervix, Heyman’s results improved from 30 per cent 
prior to 1936 to 37 per cent. The results for mouth 
cancer at the Radium Institute in Manchester have 
improved from 24 per cent in 1938 to 40 per cent in 
1943. As aresult, many more patients are reporting 
for treatment. Maurice D. Sacus, M.D. 


Thorotrast Injuries (Thorotrastschaedigungen). K. 
W. Grosxoprr, F. Bouck and H. J. BuELt. Fortsch. 
Roentgenstrahl., 1951, 75: 34. 


A 41-year-old patient with an 11-year-old son by a 
former marriage admitted no evidence of loss of 
sexual potency. In the winter of 1941-1942 hesuffered 
frozen feet while in the infantry and a part of each 
great toe had to be amputated. Later, he developed 
symptoms suggesting intermittent claudication of 
the left leg. A sympathectomy was done and the 
symptoms disappeared. On the thigh of the left leg 
was a small scar which could be only the residuum of 
an arteriographic examination. The patient com- 
plained of nausea and occasional vomiting. 

The roentgenologic examination at this time dis- 
closed massive contrast deposits in the liver, the 
spleen, and some of the abdominal lymph nodes. 
There were also extensive deposits in the muscles of 
the thigh on both sides. The deposits were far 
greater on the right side and suggested an attempt 
at arteriography on the right leg with extravasation 
of the contrast substance into the muscles. 

The liver was clinically enlarged and tender to 
pressure. A biopsy of the liver was taken from the 
anterior lower edge and subjected to tests for the 
radiation of thorium and its isotopes (thorotrast). 
Tests with the Geiger counter were unsuccessful; 
however, characteristic tracks of the a particles were 
procured from the ash of the liver tissue in a special 
photographic emulsion. 

Although, after 7 years, this patient is not yet 
seriously injured by the exposure to the radiation of 
this substance, yet the study of the literature leads 
the author to believe that the future of this patient 
is indeed somber. Liver extract and vitamin Bz are 
recommended, but there is no way in which the 
thorium salts may be eliminated from the body. 

The authors think that absolute necessity for 
arteriography in the human being is rare. Even in the 
presence of the most urgent indication, the nature of 
the disease or the age of the patient should assure the 
physician that the survival will not exceed the latent 
period for the production of neoplasm (17 to 18 
years). It is to be hoped that a better contrast mate- 
rial will shortly appear on the market. 

For the morphologic studies, reliance was placed 
on microscopic sections of the liver biopsy material 
and on the findings reported in the medical litera- 
ture. Such studies form the basis for the assump- 
tion that, following the initial diffuse storage of the 
thorotrast in the reticuloendothelial system of the 
liver, there occurs a transportation of the stored 
masses by two different routes. First there is a 
lymphogenic emigration from the hepatic lobules to 
the periportal connective tissues. Here the thoro- 
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trast is taken up by cells which later (perhaps by 
breaking down) discharge their contents into the 
blood stream where it returns through the portal 
veins to the liver. This forms a vicious circle. The 
morphological expression of these processes is a 
marked local fibrillar formation with proliferation of 
the endothelial and reticulohistiocytic cells. The 
changes lead to a thickening of Glisson’s capsular 
tissues with gradua! choking off of the hepatic lo- 
bules. The process ay become pronounced enough 
in the subcapsular regions of the liver to destroy 
completely the parenchyma involved. 

In this case there was no evidence of a true hepatic 
cirrhosis, of inflammatory processes, and of tumor 
formation. Joun W. BRENNAN, M.D. 


The Role of Infection in Radiation Injury. C. 
Puittie MILLER, CAROLYN W. HAmMmonpb, and 
MARIANNE TompkKINs. J. Laborat. Clin. M., 1951, 
38: 331. 

The importance of infection as a factor in the 
death of animals exposed to ionizing irradiation has 
not received the attention it deserves. 


To determine the role of infections, white mice 
were given whole body irradiation. One group of 583 
mice was subjected to 600 roentgens and another 
group of 1,035 mice to 450 roentgens. The LDso, ac- 
cording to the Reed-Muench formula, was 393 roent- 


ens. 

Results obtained in the group receiving 600 
roentgens showed a sharp rise in positive blood cul- 
tures (50 to 80 per cent) and the mortality rate was 
from 15 to 35 per cent between the fourth and thir- 
teenth days. 

Results obtained in the series of mice irradiated 
with 450 roentgens showed that the positive blood 
cultures and mortality were less. In both series, the 
highest mortality occurred during the second week 
following irradiation. The infection once initiated 
led to death. The source of infection was in the lower 
gastrointestinal tract, especially the cecum, which 
gained entrance to the blood stream and multiplied 
without difficulty because the defense mechanism 
had been nullified by the ionizing irradiation. 

Maurice D. Sacus, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Constricting Bands of the Extremities. 
M. BLackFIELp and D. P. Hause. Plastic & 
Surg., 1951, 8: 


The cause of congenital constricting bands re- 
mains obscure. The theory most accepted today is 
that of defective germ plasm. The cases of moderate 
constriction cause no functional difficulty and re- 
quire operative procedures only for cosmetic reasons. 
In severe cases with edema, immediate correction 
is mandatory to prevent chronic lymphangitis and 
lymphedema. Trophic disturbances may also occur 
because of anesthesia below the constriction. Re- 
lease of the constriction apparently improves this 
condition. The procedure of choice is excision of 
the band and closure by means of a double or triple 
Z-flap procedure performed in stages. Sufficient 
time must be allowed between steps to insure 
adequate circulation. BENJAMIN GOLDMAN, M.D. 


Autocatalytic Formation of Thrombin in Blood 
Coagulation. Mario STEFANINI. Acta med. scand., 
1951, 140: 290. 

To assure prompt and effective hemostasis, two 
chain reactions are set into motion during the 
coagulation of blood. Both are mediated through 
the formation of thrombin: the first causes aggre- 
gation and lysis of the platelets and, therefore, 
more formation of thromboplastin; and the second 
converts a plasma precursor (plasma prothrombin 
conversion factor or other agent) into a powerful 
agent accelerating the conversion of prothrombin 
to thrombin. The importance of these mechanisms in 
securing a firm hemostatic plug must be considered 
in any theory of blood coagulation. 

Although a powerful protection against hemor- 
rhage, chain reaction mechanisms must be con- 
trolled to prevent excessive extension of the throm- 
bus along the vascular tree. Controlling mechan- 
isms are represented primarily by adsorption of 
thrombin on the fibrin clot and activity of the 
natural antithrombin. The adsorption on the fibrin 
clot is helpful in controlling the thrombin explosive- 
ly formed during the coagulation of the blood; 
this thrombin is slowly released at the time of re- 
traction of the clot and neutralized by the activity 
of the natural antithrombin. 

BENJAMIN GOLDMAN, M.D. 


A Study on the Incoagulability of Intrapleural, 
Extrapleural, and Intra-Articular Blood Effu- 
sions (Etude sur l’incoagulabilité des épanchements 
sanguins intra-extra-pleuraux et intra-articulaires). 
RENE FONTAINE, PAUL MANDEL, A. MARMET, and 
Mite. A. Amiot. Presse méd., 1951, 59: 973. 


It has been known for a long time that the blood 
in intrapleural and extrapleural hemorrhages coagu- 


lates poorly or not at all. The same is true for intra- 
articular hemorrhages. Blood coming in contact 
with the pleura or the synovia seems to lose its 
capacity for clotting. 

The authors studied the causes of this phenome- 
non experimentally in 16 cases of intrapleural or ex- 
trapleural hemorrhage and 3 cases of intra-articular 
hemorrhage. When thrombin was added to a speci- 
men of blood from an effusion no coagulation occurred. 
This proved that the specimen did not contain any 
fibrinogen. 

In a second series of experiments, fibrinogen and 
calcium were added to the specimen. No clotting oc- 
curred, which indicated that the specimen did not 
contain any thrombin. 

In a third series of experiments, fibrinogen, throm- 
bin, and calcium were added. Only in 2 of the 19 
cases did the blood coagulate. This proved that in 
addition to the absence of thrombin and fibrinogen 
other factors must be involved. 

The extravasated blood did not coagulate when 
an equal volume of thromboplastin was mixed with 
the specimen. This seemed to indicate that the 
examined effusions contained practically no pro- 
thrombin. 

The dimgeennins of fibrinogen, prothrombin, 
and thrombin from the effusions can be explained by 
the action of proteases from the tissues. Determina- 
tion of the protein content showed that in 1o of 11 
patients the serum globulin, and in 7 of 11 patients 
the serum albumin was decreased in relation to the 
circulating blood of the same patient. 

The authors conclude that intrapleural and extra- 
pleural blood effusions do not coagulate because pro- 
teolytic ferments from the tissue cause lysis of the 
fibrinogen, thrombin, and prothrombin. Moreover, 
it appears that this extravasated blood has anti- 
thrombin and antiprothrombin properties. Further 
research is desirable to determine to what substances 
these properties are due. The possible role of heparin 
is mentioned in this context. 

WERNER M. Sotmitz, M.D. 


Radical Treatment of Massive Mixed Angiomas 
(Hemolymph Angiomas) in Infants and Chil- 
dren; with Report of a Hemipelvectomy in a 13- 
Day-Old Infant. Mark M. RavitcH. Ann. Surg., 
1951, 134: 228. 

Ravitch reports in detail 3 cases of massive, mixed 
angioma, wherein radical operation was performed 
with apparent cure. The cases presented a mixture 
of cystic hygroma, hemangioma, and cavernous and 
telangiectatic lymphangioma with areas of cellular 
proliferating fibrous tissue. In 1 case, after years of 
roentgen ray therapy and repeated partial excision 
of cystic hygromas of the neck, chest, and axilla in a 
child whose arm was infiltrated by lymphangioma- 
tous tissue, a shoulder girdle amputation was per- 
formed. The patient is well 8 years later. 
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The second patient, a newborn baby, was found 
to have a hopelessly malformed lower extremity 
with extensive hemangiomas and lymphangiomas 
from toe to pelvis and with cystic hygroma of the 
groin and pelvis. Hemipelvectomy was performed 
when the baby was 13 days old, and he is free of 
detectable tumor at the age of 35 months. In the 
third patient, a massive angioma of the trunk, 
destroying the abdominal muscles and associated 
with pelvic, inguinal, and umbilical hygromas (the 
latter intra-abdominal), was widely resected. 

In cases of extensive mixed angioma, such as the 
type here described, radical extirpation appears to 
be the most logical form of treatment. 

BENJAMIN GOLDMAN, M.D. 


Dupuytren’s Contracture; A Clinical Review. JamEs 
A. Ross and J. HUNTER ANNAN. Ann. Surg., 1951, 
134: 186. 


Of 36 patients with Dupuytren’s contracture, 31 
were males and 5 were females. The average age at 
onset of the condition was 42. There is no doubt that 
heredity is of definite significance. The patients 
were engaged in a variety of occupations, but this 
investigation throws no fresh light on occupations 
as possible etiologic factors. Repeated minor trau- 
mas were the most common factor to which the pa- 
tients attributed their disease. 

Although epilepsy has been found to be present in 
cases of Dupuytren’s contracture in a sufficiently 
high percentage of cases to suggest a relationship 
between the two, none of the cases in the present 
series gave a history of fits. No obvious signs of thy- 
roid hypofunction were found, nor was there a con- 
nection between the patient’s I. Q. and the con- 
tracture. 

Dupuytren’s contracture is a lesion in the aponeu- 
rosis of certain predisposed individuals, who develop, 
in addition, more or less excessive scar tissue when 
this lesion heals. Repeated minor traumas and per- 
haps a disturbance in the vitamin E metabolism are 
the most likely causes of the lesion. 

The great majority of the patients presented 
themselves for treatment because of increasing stiff- 
ness and difficulty in extension of the fingers of one 
or both hands. The average duration of the condi- 
tion before treatment was from 18 to 24 months. The 
contracture may develop at varying speed, and even 
at different speeds in the same patient. 

The first sign seen was a nodule or lump in the 
skin of the palm just above the root of the ring finger, 
with a puckering of the palmar skin in relation to it. 
There were very few symptoms aside from stiffness, 
numbness, tingling, and itching. 

Twenty-nine of the cases had bilateral, and 7 had 
unilateral contractures. No patient noted the onset 
simultaneously in both hands. An interesting fea- 
ture of the contracture, which is probably part of 
the underlying reaction of the connective tissue, is 
the occurrence of dorsal knuckle pads or nodules. 

The operative treatment is discussed. The func- 
tional result after operation was very good in 15 


cases, satisfactory in 21, and poor in 5. In every 
case, however, some skin thickening, subcutaneous 
nodules, or fibrous bands persisted. Vitamin E was 
used in 12 cases postoperatively, and as the sole 
treatment in 2 cases. Four 50 mgm. tablets were 
given daily for from 8 to 12 weeks. Vitamin E 
seemed to be of some benefit, because it facilitated 
earlier free movement of the fingers and softened the 
operative scar. 

The anatomy of the palmar fascia and the path- 
ology of Dupuytren’s contracture are described. 

SAMUEL Kaun, M.D. 


Use of Vitamin E in the Treatment of Keloids. 

Mitton T. EpGERTON, JR., Epwarp M. Han- 

RAHAN, and W. Bowpo!1n Davis. Plastic & Reconstr. 
Surg., 1951, 8: 224. 

On the basis of favorable reports with the use of 
vitamin E in the treatment of Dupuytren’s contrac- 
ture and Peyronie’s fibrositis of the genitalia, and 
the unconfirmed experimental work of Shute, con- 
sisting of dilatation of the skin and subcutaneous 
capillaries following the administration of vitamin 
E, the authors studied 16 cases in which vitamin E 
was given following the surgical removal of keloids. 

The patients selected were known keloid formers 
who were first subjected to surgical removal of the 
keloid with a minimum of surgical trauma. It was 
hoped that vitamin E might prevent the tendency 
of excessive fibrocytic formation. The patients were 
given alphatocopherol in doses of 1,200 mgm. per 
24 hours beginning 72 hours prior to operation. The 
majority of the patients were followed only 1 or 2 
years and practically all of them showed objective 
evidence of return of the keloid. Nine, however, 
were relieved of pain, tingling, or other unpleasant 
symptoms associated with the keloid prior to the 
vitamin E therapy. 

A second group of 11 patients was given alpha- 
tocopherol. These patients all had painful keloids. 
Surgery was withheld. Consistent relief was ob- 
tained in a period of 24 hours or less in doses as 
low as 100 mgm. Placebos failed to maintain the 
improvement. Occasionally the pain did not return 
in the keloid following discontinuance of the vitamin 
E therapy. The authors conclude that vitamin E 
therapy, while occasionally helpful in lessening pain- 
ful sensations in keloids, was not effective in pre- 
venting the gross development of keloids in the 
negro patient. D. Cattow, M.D. 


Implantation of a Hypophysial Gland in Inoper- 
able Carcinoma with Chronic Pain (Hypophy- 
senimplantation bei inoperablen Carcinomen mit 
chronischen Schmerzzustaenden). H. Gumricu. 
Chirurg, 1951, 22: 341. 

The implantation of a hypophysial gland was 
performed on 118 patients with painful conditions of 
various origins. 

The mechanism of pain is conditioned to a great 
extent by dissociation of the autonomic activities. 
The importance of the sympathetic system in the 
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creation of painful sensations is being stressed more 
and more. 

Contrary to lobotomy or leucotomy, implantation 
of a hypophysial gland is a harmless procedure which 
can be repeated if necessary; it produces euphoria 
rather than negative changes in the personality. 

Although the implanted tissue does not survive, it 
is able to produce at least a single strong impulse 
which eliminates the disturbance responsible for 

ain. 

" To avoid infection, a calf’s pituitary gland is 
placed (before implantation) into physiologic saline 
solution which contains 100,000 units of penicillin. 
The gland should be removed not later than from 
one-fourth to one-half hour after slaughtering. It is 
implanted under local anesthesia under the rectus 
fascia, 3 finger breadths below the umbilicus, and 
100,000 units of penicillin are instilled into the 
pocket. The fascia and the skin are closed with 
catgut. 

Prolan can be demonstrated in the patient’s urine 
from 4 to 14 days after the implantation, and its 
presence ceases from 10 to 12 weeks after the pro- 
cedure. This period corresponds to that of the 
beneficial effect of the implantation. 

Of 49 patients with painful metastases, 9 died too 
soon after the implantation to make an evaluation 
of the method possible. In 3 patients suppuration 
occurred. In 33 of the remaining 37 patients, com- 
plete relief of the painful syndromes until death was 
obtained. Josep K. Narart, M.D. 


EXPERIMENTAL SURGERY 


The Functional Interrelationship of the Anterior 
Pituitary Lobe and the Adrenal Cortex. Dwicut 
J. IncLE. Ann. Int. M., 1951, 35: 652. 


Changes in the morphology and secretory activity 
of the adrenal cortex are regulated, in major part, b 
the adrenocorticotropic hormone (ACTH) of the 
anterior pituitary lobe. The adrenal cortex retains a 
residual function in the absence of ACTH, and cer- 
tain hormones and other stimuli have limited 
effects upon the morphology of the adrenal cortex, 
independently of ACTH. 

Only one ACTH principle has been proved to 
exist, although others have heen postulated. ACTH 
has been isolated as a crystalline protein, which 
behaves as a single substance, according to the 
available criteria for testing the purity of a protein, 
although its purity is the subject of debate. ACTH 
has been dissociated into a mixture of polypeptides 
(actides) which retain the biologic properties of 
ACTH. It has been established that ACTH ac- 
tivity can be exhibited by one or more polypeptides. 

The anterior pituitary lobe is sensitive to the 
needs of the organism for adrenocortical hormones, 
and releases increased amounts of ACTH during any 
type of stress, so that increased secretory activity 
and hyperplasia of the adrenal cortices ensues. In 
the presence of an excess of exogenous cortical 
hormones, the anterior pituitary lobe suppresses its 


release of ACTH, so that compensatory atrophy of 
the adrenal cortices results. 

The anterior pituitary lobe is regulated, in part at 
least, by humoral factors transmitted to it through 
the blood. It may be sensitive to the level of the 
cortical hormones per se, or to the metabolic con- 
sequences of cortical hormone action. Besides, there 
is evidence that the hypothalamus may play some 
role in controlling the release of ACTH by either 
nervous or neurohumoral mechanisms. It has been 
suggested that epinephrine may stimulate the re- 
lease of ACTH. especially during acute stress which 
activates the sympathetic nervous system. 

Evidence is reviewed to support the hypothesis 
that the response of the anterior pituitary-adreno- 
cortex axis during stress plays a homeostatic role, 
and does not represent the exciting cause for many 
of the metabolic responses to stress. The hormones 
of the adrenal cortex are essential for the full blown 
manifestation of some metabolic responses to stress. 
As a corollary, it is suggested that the apparent 
relationship of adrenocortical function to the mani- 
festation of certain diseases is based upon a role of 
essentiality for the cortical hormones, rather than 
representing a primary causative agent. This is 
discussed briefly in relationship to Selye’s concept 
of the “adaptation diseases.” Samuet Kann, M.D. 


Experimental Preface to the Study of Theoretical 
Possibilities of Utilizing Intrasplenic Grafts in 
Surgery (Préambule expérimental 4 l’étude des 
possibilités théoriques de l’utilisation en chirurgie 
des greffes intraspléniques). P. Desatve, D. 
MEWISSEN, and J. CLoson. Acta chir. belg., 1951, 
50: 173. 

The authors have been interested in the possible 
use of intrasplenic grafts of the thyroid and ovary. 
Their experience in experimental animals is describ- 
ed in detail and seems to indicate that an endocrine 
gland which is rendered incapable of exercising its 
normal action and control on the hypophysis by 
irradiation, fragmentation, biochemical arrest, or 
preportal transplantation submits easily to the in- 
fluence of the prepituitary and passes by successive 
stages of hyperplasia into adenomatous transforma- 
tions and even carcinogenic mutations. The tumor, 
thus created, is in general autonomous. 

The suggested theoretical relationships to human 
material are as follows: (1) an endocrine graft in the 
human spleen is feasible; (2) taking the ovary as a 
type, following bilateral castration, implantation of 
one of the two gonads into the spleen offers serious 
technical difficulty, and (3) there is a real biologic 
danger to this type of graft as it can produce a tumor 
capable of metastasizing, especially to the liver. 

The authors postulate the following theoretical 
indications for surgery of this type: 

1. Utilization of ovarian grafts of this type might 
be of significance in the treatment of cancer which 
is metastatic from the breast or prostate. 

2. Since impregnation of the spleen by estrogenic 
tissue produces fibrosis, it might be of some value in 
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the treatment of leucemia or aleucemic states ac- 
companied by splenomegaly. 

3. It might be possible to focalize the action of the 
prehypophysis to a given tissue, e.g., the thyroid, 
by transplantation to the spleen. 

4. Since suprarenal adenomas are capable in the 
female of reducing the signs of castration by supple- 
menting the estrogen present, the graft of a theca 
folliculoma produced in the spleen might prevent 
death due to suprarenalectomy. In consequence, the 
heterograft of a tumor of this type is theoretically 
capable of combating the effect of adrenal insuffi- 
ciency in certain conditions such as Addison’s di- 
sease. 

5. The increased blood volume which follows pa- 
renteral implants of a folliculoma might be of as- 
sistance against grave aplastic anemia. 

Epwarp W. Grsss, M.D. 


Pathologicoanatomical Changes Following Rapid 
and Slow Thawing, Respectively, in Frozen 
Skin in Man. J. ApAms-Ray and B. FALCONER. 
Acta chir. scand., 1951, 101: 269. 


The problem of rapid thawing versus slow thaw- 
ing in the treatment of acute frostbite had for many 
years found a minority supporting the former con- 
cept, for it was generally believed that gangrene was 
more apt to follow in patients whose frozen limbs 
were rapidly thawed. Recently there has been a 
trend toward more rapid thawing. 


INTERNATIONAL ABSTRACTS OF SURGERY 


Most of the experiments in this field have been 
done on animals, but the present work was done on 
human subjects, utilizing lower extremities which 
were destined for amputation. In most cases the 
indication for amputation was an obliterative pro- 
cess of the arteries, hence an older age group was 
mainly involved. 

Freezing of the skin on both sides of the extremity 
just below the planned incision was accomplished 
with ethyl chloride for periods of 2 to 5 minutes, 
after which one side was warmed rapidly with hot 
packs; the extremity was then placed under blankets 
and the opposite side was permitted to warm slowly. 
At the time of surgery, specimens from each side 
were excised, fixed, stained, and examined. 

Using certain staining qualities and microscopic 
findings as criteria, the specimens were compared for 
the degree of degeneration. Among 21 cases studied, 
15 showed less degenerative change in the rapidly 
warmed specimens than in the slowly thawed ones. 
In 3 cases the rapidly thawed areas were more severe- 
ly affected, and in the remaining 3, no significant dif- 
ferences were found. These experiments support the 
concept that rapid warming of a frozen tissue is bet- 
ter treatment than slow thawing. 

The possibility is considered that the benefits of 
rapid thawing in these cases might be due to the 
shortened length of time that the tissue is actually 
frozen, as compared to the slowly thawed specimens. 

STANLEY W. TUELL, M.D. 


